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PROCEEDINGS OF SECTIONS. 


SECTION OF OBSTETRICS AND 
GYNAECOLOGY. 
Hersert M.B., F.R.C.P., President. 


INTRODUCTORY REMARKS BY THE PRESIDENT. 
Our meeting this year is one of peculiar importance, for 
wo see on the horizon the dawn of a new era in obstetrics. 
We have realized that in the interests of the State—nay, 
in the interests of humanity itself—it is desirable to amend 
and to amplify the training of those who are to succeed us 
in the practice of obstetrics. The State is awakening 
also to the fact that in the past it has failed to discharge 
its debt to the mothers of the race and has grossly 
neglected the things which make for their safety and 
happiness; there is to-day a sincere desire to correct these 
errors, and the questions involved are receiving an earnest 
and disinterested consideration such as has never been 
accorded them before. 

I will indicate briefly why the subject of puerperal 
sepsis has been chosen for our discussion this morning. 
In the first place we have come to realize more and more 
that obstetrics is essentially a branch of preventive 
medicine. I do not think it is speaking too strongly to 


say that it is the most important branch of preventive 


medicine. The dangers of childbirth are to a great extent 
preventable, and the more clearly this idea is grasped and 
acted upon by the medical profession and the general 
public the lower will be puerperal mortality and morbidity. 
We are fortunate in having for the opener of this dis- 
cussion the representative of obstetrics upon the Advisory 
Council of the Ministry of Health, who has thought clearly 
and spoken fearlessly upon this aspect of the question. 

In the second place, from amongst the horrors of war 
there has emerged a clearer conception of the principles of 
wound infection, and particularly of muscle infection, than 
we ever had before. Jt is essential that we should without 
delay apply the knowledge we have gained to the treat- 
ment of that infected muscle, the septic puerperal uterus. 

In the third place, it seems that the time is ripe for a 
discussion on the methods of treatment at our disposal and 
for an attempt to determine which of them are useless or 
harmful and should therefore be discarded, and which of 
them are of value and should be pursued. 

Those who have undertaken to open the discussion have 


” done so, I know, with a grave sense of responsibility and 


with a single-minded desire to ascertain and to state the 
truth. Iam confident that the debate which follows will 
be animated by the same spirit of scientific inquiry. 


DISCUSSION ON PUERPERAL SEPSIS. 


INTRODUCTORY PAPER ON PREVENTION AND 
TREATMENT. 
BY 


Victor Bonney, M.S., M.D., B.Sc.Lond., F.R.C.S.Eng, 


Tue solution of the problems how to prevent and how to 
cure septic infection of the puerperal uterus necessitates 
the correct answering of three fundamental questions: 

4. What is the original source of the organisms ? 

2. How do they get into the uterus? 


3. What is their exact situation by the time they have 
produced symptoms of sepsis? 


1 The Original Source of the Organisms. 

In nearly all severe cases of puerperal sepsis the strepto- 
cocus, either alone or in conjunction with B. coli communis, 
is the prdominant organism. The infection may be 
either autogenous or heterogenous—that is, the organisms 


may have been resident in the patient before the. confine- 
ment, or may have been introduced from without during 
its course or afterwards. Which of these two happenings, 
infection from extrinsic sources, or infection from intrinsic 
sources, is the commonest? A consideration of the facts 
leads me to hold very strongly that the infection in most 
cases originates from an intrinsic source, but this is not 
the view which up to now has been generally held. 

Infection from extrinsic sources was no doubt the cause 
of the epidemics of puerperal sepsis which in the past 
periodically decimated lying-in hospitals, and which the 
introduction of antiseptic midwifery has succeeded in 
abolishing, and at the present day it is certainly still 
operative in those instances where a series of cases of 
puerperal fever occurs in the practice of a midwife or 
doctor. But, speaking broadly, the occurrence of the 
disease at the present day is sporadic, not epidemic, my 
experience’ being that the case to which one is called in 
consultation is most often the first disaster of the kind 
that has befallen the doctor after many years of successful 
obstetric work. 

The conveyance of septic organisms from one patient 
to another in the practice of home-conducted salbuiie 
requires a degree of carelessness, or rather dirtiness, whi 
is surely uncommon nowadays, and moreover such con- 
veyance postulates special circumstances of propinquity 
and time which only generally obtain in institutions where 
a number of patients are gathered together under one 
roof. Thus between the attendance on a septic case 
yesterday and u confinement to-day the morning bath and 
several washings of the hands intervenes, quite apart from 
any active antisepsis. The streptococcus of high virulence 
is a delicate organism which dies rapidly in the open air, 
and which is easily overgrown in an incubator by other 
organisms even at the temperature of the body, and still 
more readily at room temperature. For its oxperimental 
inoculation to be likely to be successful it requires to be 
transplanted direct from one culture medium to another, 
and this is probably true of the accidental inoculation 
which causes puerperal fever. Further, the prevention of 
infection from without is a relatively simple matter, for 
the wearing of boiled gloves and the sterilizing of all 
instruments and appliances renders its occurrence unlikel 
even in institutions, and still more so in Secse cuatlechel 
labour, where proximity to septic conditions does not as a 
rule obtain. 

Now antiseptic measures, more or less of this kind, are 
almost universally used in obstetric work at the present 
day and have been for many years; yet when we examine 
the result, we find to our surprise that although the 
epidemics of puerperal sepsis that were common in the 
days before antisepsis scarcely occur now, yet the yearly 
mortality due to the disease, not only in this country but 
in all countries, shows a wy unsatisfactory degree of 
diminution as compared with the results obtained by anti- 
sepsis in ‘ 

Besides the fatalities a much larger number of grave 
cases short of death occur. It is impossible to compute 
this number accurately, but I believe it is not far frem the 
mark to say that for every one woman who dies, four are 
more or less seriously ill, and besides these there are a very 
much larger number of cases of slight fever, often seen 
in lying-in hospitals as well as in general practice, nearly 
all of which are probably due to minor degrees of sepsis. 

- The obvious deduction to be drawn from these facts seems 
to me to be, that the antiseptic precautions in use up to the 

resent time have been efficient in preventing that mode of 
infection in which septic organisms are conveyed from one 
patient to another, but that there is some other mode, 
far more common, for which they are inadequate. 

Do organisms capable of ee puerperal i 
commonly pre-exist in the woman? ‘I'he answer is Yes; 
they can be constantly isolated from the lower bowel 
and perianal skin. The extensive study of infected gun- 
shot wounds during the recent war showed that the 
more virulent bacteria isolatable therefrom were, in 
general, excremental in origin—that is, they were derived 
either from the individual’s own faeces, or from the faeces 
of some other individual, or from the faeces of some animal 
in the form of manure. ree 

Of the large variety of organisms that make up the 
bacterial content of the large intestine there is scarcely 


one which is not potentially pathogenic. The possi- — 


bilities of B. cols communis and the coliform bacteria 
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generally are well knows to every surgeon in this con- 
nexion, and this group of organisms has been very 
thoroughly studied and classified by bacteriologists. Less 
is known about the streptococci, their varieties and the 
relation borne by these varieties to one another, but 
Streptococcus faecalis, which is constantly present in the 
bowel, may be the causative organism in appendicitis, 
pelvic inflammation, suppuration after operations on the 
abdomen, and puerperal and post-abortional sepsis. The 
streptococcus found in the uterus in cases of puerperal 
sepsis is, however, of the faecalis variety only m a pro- 
portion of the cases; but on the other hand other varieties 
of streptococcus, such as erysipelatosus, can on occasions 
be isolated from the bowel. 

In the vast bacterial tract of the large intestine the 
character of the organismal content is probably continually 
altering ; a purgative, for instance, probably changes it by 
producing conditions favourable to one organism and not 
to another. Aseptic state of the teeth, mouth, or throat, 
an unsuspected suppurating appendix continually dis- 
charging into the caecum, a catarrhal patch on the colic 
mucosa, or a chronically inflamed pile—any of these are 
potential sources of organisms which, having obtained 
entrance into the uterus, may set up the most virulent 
puerperal sepsis. 

As I have pointed out, there exists a zone of skin, with 
the anus as a centre, over which intestinal organisms 
are sprcad with a lessening intensity from centre to 
periphery. The ano-perineal skin is the most heavily 
infected skin area in the body, as you can prove for 
yourself by streaking a sterilized needle over it and 
then streaking the needle over an agar plate. From the 
vulva and entrance to the vagina, as one would expect, 
bowel organisms can be isolated, and it is inconceivable 
that anything could be passed into the vagina without 
carrying them into it, although under normal circum- 
stances the upper part of that canal contains but few or 
apparently none of them. Under conditions of disease, 
however, streptococci, gonococci, B. coli, and other 
pathozenic organisms may be resident there, certain of 
which undoubtedly are originally derived from the bowel. 

It may be asked, If it be true that the commonest cause 
of puerperal sepsis is faecal infection, why has so simple 
an explanation of the continued prevalence of the disease 
been generally overlooked till now? The answer is that 
the appreciation of the evil potentialities of intestinal 
organisms is of comparatively recent date. _ 

When, at the Royal Society of Medicine in May, 1919, 
I put forward the view that the greater number of cases 
of puerperal sepsis were due to infection by organisms 
derived from the bowel, I encountered strong opposition ; 
indeed a layman present at the meeting might well have 
come away with the impression that the members of the 
Section could be divided into two gtoups, “ anophiles ” and 
“anophobes.” ‘The principal arguments of those who 
defenged the outlet of the intestinal canal from the asper- 
sions I had cast upon it appeared to be: first, that through 
ages of evolution it had always been next door to the 
vagina and at some time coterminous with it, and there- 
fore, being natural, must be harmless; and secondly, that 
faecal contamination of perineal lacerations frequently 
occurs, and healing by first intention takes place as a rule. 

To the first argument, which reminds me of the philosophy 
of Crichton in Barrie’s classical play, I would reply that 
Nature makes for death no less surely than she makes for 

life; but the second requires closer discussion. It is true 
that tissues accustomed to faecal contamination show a 
strong resistance to infection by intestinal organisms; if 
it was not so, successful intestinal anastomosis, for instance, 
would be impossible, and all operations on the anus 
would be bound to end in necrosis or suppuration. But the 
case is very different when intestinal organisms are im- 
planted in tissues to which their presence is entirely 
foreign, This knowledge, which has been gradually crystal- 
lizing out of surgical experience, obstetricians would 
have come by sooner had midwifery been taught and prac- 
tised as the branch of surgery which it is. ; 

In the past surgeons shaped their ideas on the immunity 
which operation wounds about the anus and rectum show 
to faecal infection, and I have seen, and you have pro- 
bably seen, the contents of the bowel liberally strewn about 
the peritoneum and abdominal wound in the course of an 
intestinal’ resection. But accumulating experience lias 
shown that, though in many cases this free and easy 


happenings and disasters are far too common, and that 
the more care is taken to protect thé peritoneum and 
abdominal wound from any chance of contamination 


perfect recoveries. 

It is the same with appendicectomy. Observe tke care 
taken by the surgeon to protect the edges of the abdominal] 
wound from infection from the stump, not because in the 
past, before such precautions were taken, good results were 
rare, but because the adoption of such precautions hag 
definitely improved the results. 

There are certain operations in which the risk of faecal 
infection is particularly illustrated, notably abdomino. 
perineal resection of the rectum, in which the recovery of 
the patient chiefly depends upon the care taken absolutely 
to exclude bowel organisms from the operation area; and 
radical extirpation of carcinoma of the cervix, in the course 
of which a penetrating wound of the rectum is almost 
invariably followed by severe and not infrequently fatal 
sepsis. 

It occasionally happens that the obstetric surgeon has 
the opportunity of observing the processes of puerperal 
sepsis going on, so to speak, beneath his eye—namely, in 
cases in which a Caesarean section has perforce to’ be 
performed late in labour, when the uterus is already 
infected. Anyone who has had experience of post- 
operative sepsis in such a case, and compares the 


intestinal organisms such as may be observed after opera- 
tions for suppurative or gangrenous appendicitis, cannot 
doubt that the processes at work are due to faecal 
infection. 

My argument, then, is that that method of infection of 
the birth canal wherein septic organisms are conveyed 


attention in the past, with the result that the antiseptic 
measures taught and practised to-day are framed and 
directed towards the prevention of infection from extrinsic 
sources, whilst the prevention of the more common type 
of infection—namely, that by organisms resident in the 


consideration. 

The principle of antiseptic surgery as conceived by 
Lister was the creation of aseptic conditions, in the wound 
primarily, and therefore as a corollary in all that sur- 
rounded or touched the wound. Now the problem of how 
to achieve such conditions is not an easy one, even in 
regions of the body most favourable for its accomplishment, 
and exceedingly difficult in the case of the vagina, which 
as regards the technique of antiseptic midwifery should 
be considered as a wound. The use of boiled gloves and 
sterile instruments renders impossible the conveyance of 
organisms from one patient to another by the attendant’s 
hands or tools, and the draping of sterilized cloths and 
towels prevents infection from organisms on the bedclothes 
and other surrounding objects, but unless steps can be 
taken to render the vagina and the approaches to the 
vagina aseptic the Listerian principle is unfulfilled. 

To prevent the conveyance of organisms from the 
adjacent skin into the wound the up-to-date surgeon 
attaches towels or sheeting in such a way as to cut the 
skin out of the operation area altogether. It is impossible 
fully to apply this method to the vagina in labour, but at 
least the anus should be excluded in all operative mid- 
wifery by fixing over it, either by clips or stitches, a largo 
gauze pad soaked in a strong non-irritant antiseptic. 

The recent introduction of the antiseptics belonging to 
the aniline and chlorine groups goes far to place at the 
services of the obstetrican the means of achieving stevility 
of the vagina and its approaches. Professor C. Browning 
and myself showed that practical sterilization of the ano- 
perineal skin could be effected by the use of “ violet-green ” 
—a 1 per cent. solution of equal parts of crystal violet and 
brilliant green in half-and-half alcohol and water—and I 
have suggested that this antiseptic should be used to 
paint the vagina and its approaches prior to any operative 
procedure, and that it should be used as the lubricant 
every time a vaginal examination is made. A 2 per cent. 
solution of iodine is already used in this way bycertain 
advanced practitioners, but as a rule nothing more deadly 


“mnercurial salts is employed. The solution of ioline Las 


a definite value as a bactericide, but the others named, 


phenomena with those undoubtedly due to infection by. 


woman before the confinement—has received but little 
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technique is followed by good recovery, yet untoward : 


the contents of the bowel, the greater the number of : 


from individual to individual, has received disproportionate - 


to bacteria than a weak solution of lysol or on2 of the . 
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-having regard to the brief period over which they are 
' applied, have, I believe, none. 


The conduct of assisted labour as an aseptic operation 
is rendered more difficult in this country by the adoption 
of the side posture, which gives a poor exposure of the 
parts for purposes of sight and touch, and, by placing the 
anus nearest to the attendant, renders more likely the 
conveyance of bowel organisms into the vagina. For all 

urposes, except Caesarean section, even for examination 
only, the lithotomy position is preferable. 


2. How do the Organisms get into the Uterus? 
The most obvious manner in which the organisms could 


obtain entrance into the uterus is that they should be carried 


directly there on hands and instruments. That this some- 
times happens there can be no doubt, and it is especially 
dangerous when the introduction takes place after the 
expulsion of the placenta and membranes has left the 
uterine wall bare to direct infection. But in far the larger 
number of cases of puerperal sepsis no introduction of 
anything into the uterus has taken place, the most that 
could have happened being the implantation of organisms 
into the cervix or vagina. In many instances the delivery 


has been normal, and no interference has been practised 
until the head was on the perineum, whilst occasional 


cases of sepsis occur in which no intravaginal examina- 
tions have taken place at all, the child and placenta having 
been born before the arrival of the attendant. 

It is therefore certain that organisms transplanted into 
or originally present in the vagina must in some way be 
transported into the uterus subsequent to the labour. In 
this connexion I would draw your attention to the very 
remarkable address in surgery delivered by Mr. C. J. Bond 
at the meeting of the British Medical Association at 
Leicester in 1905. 


He detailed certain experiments carried out by him, which 
showed tbat minute particles of indigo, carmine, or litmus 
placed in the cervix and upper vagina, could be detected in 
the Fallopian tubes in about twenty hours afterwards, having 
been apparently carried up by an ascending current in the 
secretion from the wall of the uterus. He also showed that 
‘these substances placed in the rectum appeared at a caecal 
fistula three days afterwards, having traversed the whole 
length of the colon; and, given by the mouth, could be 
detected in the discharge from a cholecystotomy fistula in 
two to four days. 


There would, indeed, appear to be a current along the 
surfaces of these canals flowing in the reverse direction 
to the main stream of the contents, analogous to that 
along the bank of a swift flowing river, and which, as 
on Speyside, allows your gillie, wading close inshore, to 
easily pull the boat from which you fish up to the head 
of each “stream,” a feat one would have deemed impossible 
on first looking at the cataract of water coming down. 

The important bearing of the results of his experiments 
on the mechanism of infection generally did not escape 
Mr. Bond, and in a subsequent paper (British MeEpIcaL 
JournaL, March 20th, 1913), he specifically suggested that 
in gonococcal and pneumococcal peritonitis the organisms 
were probably transported from the lower genital tract 
in this manner. Bond's work, I suggest, offers a complete 
explanation of the fact that the symptoms in a large 
proportion of the cases of puerperal sepsis appear much 
later than they should do if the disease was due to 
direct implantation of organisms on the uterine wall during 
labour. 

There is another possible route of infection, namely, the 
transmission of organisms direct from the bowel to the 
uterus across the peritoneal cavity or to the vagina through 
the recto-vaginal geptum. 

The passage of organisms through the bowel wall into 
the peritoneum takes place in many cases of peritonitis, 
but I do not believe that puerperal sepsis is caused this 
way, for post-mortem examination invariably indicates that 
the infection of the tissues has begun on the placental site, 
and moreover the theory of transperitoneal transmission 
would not account for the undoubtedly much greater 
frequency with which sepsis occurs after labour in which 
intravaginal manipulation has taken place. That organisms 
may pass through the recto-vaginal septum is probably 
true in those cases in whicha breach of the tough vaginal 
epithelium has occurred, but even then a method of trans- 
mission to the uterus is required before the placentai site 
can be infected. 


3. The Situation of the Organisms in the Uterus. 
The situation of the organisms by the time the 
symptoms of sepsis are produced is of the utmost im- 
portance in regard to curative treatment, and I would | 
again reiterate the fact, which I have emphasized strongly 
in previous papers, that as a rule puerperal sepsis is not 
associated with the retention of gross fragments of 
placental tissue in the uterus. From any uterus recently 
delivered a small amount of débris can be scraped away, 
but it is quite rare, in a case of sepsis after full-time 
delivery, to find a definite maas of retained placenta. This 
does not apply to septic miscarriage in which retained 
portions of the ovum are quite commonly found; but 
the point is that uterine sepsis, taking all cases into 
consideration, both those after labour and those after 
miscarriage, occurs quite as commonly with a completely 
as with an incompletely emptied organ. 

I press this point because the presence of retained 
placental tissue has been made a great deal too much of 
in the pathology of puerperal sepsis, chiefly owing to the 
docile acceptance by English obstetricians of the, I believe, 
totally erroneous assertions of certain German observers 
some twenty years ago, so that to-day “something retained 
in the uterus,” and “the germs that flourish on dead tissue” | 
are stock clichés in the mouths of medical students and 
student-midwives, and are received as evidence of know- 
ledge by their examiners. 

The erroneous conception of puerperal sepsis as @ 
condition usually dependent on the presence of retained 
placental products has naturally led to erroneous ideas 
concerning its treatment, notably in regard to the scope of 
usefulness of uterine douching and exploration. Were the 
organisms causing the symptoms commonly located in 
tissues easily removable from the uterus the problem of ~ 
the curative treatment of the condition would be a simple - | 
one, but unfortunately this is not so. The organisms are - 
situated in the uterine wall, almost from the beginning 
of the infection, and very shortly afterwards attain, via the 
veins or lymphatics, to positions deep in, or beyond it. 

Of the various routes of infection, that along the veins 
draining the placental site is the commonest and most 
important, and since, as a rule, the placenta is situated 
in the upper segment, it is along the ovarian veins that the 
infection most commonly spreads. The phlebitis thus set ~ 
up is often accompanied by a lymphangitis affecting the 
tracts of connective tissue surrounding the ovarian vessels 
in the upper parts of the broad and ovavio-pelvic ligaments, 
and producing a thickening of these structures which when 
marked can be detected on palpation. The occurrence of 
rigors probably always indicates involvement of trunk 
veins (usually the ovarian) in the septic process. 

Extension of the organisms along the lumen of the 
Fallopian tubes, causing pyosalpinx, though common in 
post-abortional sepsis, is rare after full-time delivery, 
probably owing to the fact that the communication between 
the tubes and uterine cavity, temporarily non-existent 
during later pregnancy, is not re-established until a week 
or more after labour. Ovarian abscess is, however, much 
commoner, the infection making its way into the ovary 
through the veins and lymphatics of the hilum. 

Active peritonitis is unusual, and when occurring is 
usually localized round a suppurating ovary or tube, but 
passive peritoneal infection is present in a large proportion 
of the fatal cases. In such the peritoneal cavity will be 
found to contain a blood-stained fluid, a hanging drop of 
which examined with a ,1,in. objective is seen to contain 
numbers of streptococci though the peritoneum is scarcel 
injected. The organisms in these cases probably find their 
way into the peritoneal cavity by lymphatic conduction. 

he metastatic or blood-borne lesions that may occur are 
very various, but need not detain us now. - Pneumonia, 
pleurisy, and pericarditis are the most important of them. 

The problem of the curative treatment of puerperal 
sepsis is a very difficult one. The patient is suffering 
from the effects of an acute toxaemia originating from 
organisms sequestered in the uterine sinuses, veins, and 
lymphatics, and perhaps in other situations still more 
remote from the uterine cavity, and the task set us is to 
remove or kill the organisms and to neutralize their toxins, 
or at least prevent either of them reaching the genoral 
circulation. 

The placental site infected by bacteria 
from the bowel or elsewhere is, from the pathological 
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standpoint, aptly comparable with the infected wounds of 
the late war, only excepting the infrequency of gas gan- 
rene, which is due to the fact that the gas-forming 
teria flourish chiefly in striped muscle. When, how- 
ever, we try to apply to the primary lesion of grave puer- 
peral sepsis the methods of treatment which were em- 
ployed with such success in infected war wounds, we 
encounter many difficulties. 
These methods of treatment were of three kinds: 


1. Immediate sterilization by strong antiseptics before the 
infection had time to become profound. 7 

2. Progressive sterilization by the continuous application of 
an antiseptic. 

3. Immediate excision of the whole wound before the 
organisms implanted in it had time to multiply. 


The application of the first method to puerperal uterine 
infection has its best scope in those cases in which it is 
known at the time of labour that the uterine cavity has 

bably been infected by intrauterine manipulation or 
instrumentation, for in such the immediate application of 
some strong non-irritant antiseptic will probably destroy 
the infecting organisms. For this purpose flavine or one 
of the antiseptics of the chlorine group, such as Milton’s 
solution, are admirably fitted. 

By the time, however, that symptoms of sepsis are 
apparent the organisms have, as a rule, penetrated 
sufficiently deeply into the uterine wall to be beyond the 
reach of any known antiseptic. The common practice 
of giving an intrauterine douche to cases exhibiting 
marked pyrexia, with the idea of washing out or killing 
the organisms in the uterus, is, I believe, useless and 
harmful. ‘The antiseptic used is so weak that when mixed 
with the uterine discharge it is doubtful if it could have 
any lethal effect on organisms merely in the cavity, and 
certainly none on those which have invaded the uterine 
wall, whilst the manipulation necessary not infrequently 
disturbs infected thrombi and spreads the infection. The 

violent rigor that too often follows this procedure indicates 
such dissemination. 

Progressive sterilization, after the method developed by 
Carre), is with difficulty applied to the uterus, for it is 
not easy to arrange irrigating tubes so as to be sure of the 
antiseptic reaching every part of the infected surface; and 
further, to carry out the principle properly, very thorough 
cleaning up of the infected area, together with the removal 
of all dead:and damaged tissue, is required. The placental 
site is too inaccessible to allow of thorough cleaning up, at 
all events when the infection has become profound, whilst 
excision is impossible, short of removing the uterus, and 
by the time such a drastic step appears justifiable the 
organisms have nearly always spread beyond the uterine 
wall. 

Exploration of the uterus, followed by digital or instru- 
mental scraping, is very frequently carried out in cases of 
puerperal sepsis, and in so far as the operation removes a 
certain proportion of the infected tissue and organisms, 
and renders contact between the antiseptic subsequently 
applied and the organisms still remaining in the uterine 
wall more likely, it has reason on its side. Against its 
performance, on the other hand, is the fact that where the 
infection is already deep-seated it is not only an inadequate 

ocedure, but the manipulations involve the risk of dis- 
a infected thrombi from the veins and sinuses and 
spreading or generalizing the infection. 

If scraping the uterus could be carried out quite early, 
directly the temperature rose, and be followed by the 
insertion of irrigating tubes in the Carrel-Dakin manner, 
it would, I think, be the means of arresting or abolishing 
the infection in many cases. Such early treatment is, 
however, often impracticable, as the diagnosis is not made 
so soon, and if established as a general principle would 
necessitate thus operating on every lying-in-woman whose 
temperature rose above 100°F., and a great many un- 

necessary operations would be done. From a very extensive 
experience of puerperal sepsis I am convinced that 
exploration and scraping, if it is done at all, must be done 
within twelve hours of the temperature rising, and even 
when it is thus limited a good many cases are made the 
worse for it. 

When a gross mass of placental tissue is retained in the 
uterus (chiefly seen in post-abortional sepsis), its removal 
is of course proper. This class of septic case is on the 
whole much less grave than that which follows full time 
delivery, in which, as I have stated and may repeat here, 


it is quite the exception to find pieces of th -bi 
et Pp P the after birth 
he third method, namely, excision of the wound 
the infection has time to and which: 
culminating achievement in the treatment of war wounds 
is inapplicable to the placental site, for it would necessitate 
the performance of hysterectomy at the close of ever 
confinement in which there was a possibility of infection, 
We have at present, therefore, no surety of defeati 
the causative organisms of puerperal sepsis either by 


surgery or by the direct applications of antiseptics, and go 


in many cases have to fall back on some other method 
of attack. Thus we can endeavour to raise the body 
resistance by means of vaccines so that Nature herself can 
repel the invasion ; or by antiseptics introduced into the 
‘circulation try to destroy, or at least check, the growth 
of the organisms; or we can attempt to neutralize their 
toxins by antidotal serums, or prevent the entrance of either 
into the general circulation by operatively blocking or 
removing the channels along which absorption proceeds. 

It is not my purpose in this paper to enter into a detailed 
examination of these various methods of treatment, for I 
opine that the introducer of a discussion should indicate 
the main points around whicl: it should centre rather than 
discuss them in detail himself . 

My views as to the value of vaccines and the intra- 
venous injection of antitoxic serums, antiseptics, colloidal 
metals, and so forth, are frankly pessimistic. I have, of 
course, like other people, seen cases in which remarkable 
improvement followed such treatment, but conversely, I 
have seen a much greater number in which no effect at 
all was produced, nor can I remember any instance in 
which I felt sure that the improvement was due to the 
treatment. It is very easy in cases of puerperal sepsis to 
confuse post with propter hoc, for the vagaries of the 
disease are many, and sudden abatement or disappearance 
of the symptoms is not at all uncommon without any 
treatment whatsoever. Unless we bear this in mind and 
temper our enthusiasm with cold facts, those of us of 
sanguine temperament are very apt to rush into print with 
“A case of Puerperal Sepsis successfully treated by the 
Intravenous Injection of Boot-blacking,” or some other 
novelty, and thus set another hollow ball rolling for a 
brief while. Though I am a pessimist with regard to the 
success achieved by these methods up to to-day, I am an 
optimist as regards their future development, from which 
I have no doubt the ideal treatment of puerperal. sepsis 
will spring. 

Turning now to the attempt to prevent the bacteria or 
their toxins from reaching the general circulation, I must 
say I am favourably impressed with tl:e results obtained by 
ligaturing or excising the ovarian leash of vessels and the 
lymphatics that accompany them, which, as we have seen, 
are the main route of bacterial invasion and toxin absorp- 
tion. I have performed the operation now on quite a 
number of occasions, most often in cases of post-abortional 
sepsis in which a definite thickening could be felt in the 
line of the ovario-uterine and ovario-pelvic ligaments. As 
a rule I remove the whole of this thickened tract from the 
side of the uterus up to the highest accessible point in the 
line of the ovarian vessels. ‘The immediate cessation of 
the rigors, and the general amelioration in the patient’s 
state which has on all occasions followed, must be due 
to the operation, and not to any coincident but chance 
improvement. Save on one or two occasions, I have per- 
formed the operation only where a thickening could be 
definitely palpated, but the results I have obtained 
encourage me in the future to extend its scope to certain 
of those cases in which no such physical signs can be 
made out. 


To sum up, then, puerperal sepsis is a variety of wound 
infection in the treatment of which both operative 
measures and the direct application of antiseptics have a 
very limited scope, and our efforts to find some other way 
of efficiently attacking the organisms have been only very 
partially if at all successful, up to now. 

The conclusion we reach, therefore, is, that as matters 
stand to-day, prevention is to be more relied on than cure. 
The finding of the substance, whatever its nature be, that 
is the real antidote for puerperal sepsis is probably 
reserved for some laboratory worker of the future, but in 
the prevention of the disease every practitioner of obstetrics 
can take a hand 
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So far my results have been’ such as to warrant a con- 
THE SURGICAL TREATMENT OF PUERPERAL | tinuance of the method and in marked contrast to ‘those 
SEPSIS. obtained previously. During the past two years fifteen © 
BY cases of very severe sepsis have been treated by this 
Becxwita Wutrenouse, M.S., F.R.C.S., method in hospital and private practice, with only one 
Birmingham. . death. This patient was almost moribund when admitted 


A stupy of the statistical tables of the Registrar-General 
dealing with the question of puerperal infection reveals 
the fact that the science and art of obstetrics does not in 
this respect reach the high-water mark of perfection at 
which it aims, and that even to-day the risks of sepsis to 
the parturient woman are very real. When we consider 
also the degree of chronic ill health that exists as the result 
of what I may term “latent” puerperal sepsis, or, in other 
- words, the sequel of an infected uterus, we may well pause 
to ask whether there is room for change or improvement 
in the existing everyday methods of treatment. It is to 
this end that I ask you to consider for a few moments 
certain points in the surgical treatment of puerperal sepsis 
which have in my hands proved useful during the last few 
years. You will notice that I say “last few years,” for 
it is during this period, and directly as a result of war 


experiences, that my views upon the treatment of puer-— 


peral sepsis have undergone a somewhat radical change. 
Previous to 1914, in common with the majority of English 
obstetricians, with the exception of Eden, Jellett, and 
Sinclair, I regarded the use of the curette when dealing 
with the septic uterus with great suspicion, and in fact 
expressed the opinion on one occasion that I considered it in 
this connexion to be an instrument of great danger. Since 
then I have modified my opinion, and to-day have come 
to the conclusion that in conjunction with subsequent 
thorough sterilization of the uterine cavity it can afford 
very considerable assistance. 
Quite early in the war the similarity between the patho- 
logical conditions existing in a deep infected muscular 
shell wound and the septic puerperal uterus appealed to 
me very forcibly. It was with great interest, therefore, that 
I followed and took part in the investigation of the various 
therapeutic measures adapted to the treatment of these 
wounds, having determined to apply the same in obstetric 
work when a favourable opportunity offered. In the case 
of shell wounds about the perineum and buttocks the 
similarity is extremely close since the infecting agents are 
in many cases identical, namely, organisms of the coliform 
and streptococcic groups. Now if the evolution in the 
treatment of the large muscular shell wound throughout 
the campaign is traced it will be found to follow very 
closely the reasoning underlying the methods adopted in 
the time-honoured treatment of a septic uterus. In the 
‘early days of the war resort was made simply to periodical 
irrigation with various antiseptic solutions such as iodine, 
mercury perchloride, potassium permanganate, carbolic 
‘acid, and so forth. In those days it would have been con- 


sidered gross malpraxis to attempt removal of the infected 


area by excision or otherwise, in consequence of the danger 
of breaking down the leucocytic zone and carrying 
organisms to the healthy tissues beyond the septic focus. 
Next came the period when it was deemed advisable and 
customary to irrigate the septic cavity with normal saline, 
‘with the idea of preserving the vitality of the body cells, 
and so calling in the aid of nature rather than placing 
reliance upon antiseptics. As a logical sequence to the 
employment of normal saline followed the use of hypertonic 
solutions suggested by Sir Almroth Wright. Of these, 
many were tried, including sodium chloride, magaesium 
sulphate, glucose, and glycerin, and enthusiasts of the 
hypertonic methods proclaimed the evolution of the “ salt- 
“pack” as the acme of successful treatment of septic 


wounds. I may say at once that the latter nevet appealed | 


to me from a scientific standpoint, and when I returned to 
England and saw at home the results of treatment by the 
salt-pack method I did not feel inclined to adapt it to the 
treatment of the puerperal uterus. 


APPLICATION OF CARRFL’S METHOD. 
The greatest advance in septic wound therapy was un- 
-doubtedly made when Carrel introduced his method of 
continuous irrigation in association with the use of hypo- 
chlorite solution, and excision of the necrotic area. In 
_ this method I at once saw great possibilities in its appli- 
cation to the treatment of uterine sepsis, and it is the 
method which I now employ whenever occasion arises. 


to hospital and she died the following day, so that the 
method can hardly be blamed. 


The technique which I employ as a routine may be 
detailed as follows: 


A general anaesthetic is administered, and the vulva shaved 
and thoroughly sterilized. A copious vaginal douche of hy 
chlorite solution is then given, the b pages being in the litho- 
tomy position. The cervix is seized by volsellae and the whole 
of the uterine cavity systematically and very carefully curetted 
with a sharp curette. It is most essential to exercise the 
greatest care in this procedure owing to the softness of the 
uterine wall and the risk of perforation. For this reason the 
operation should not be delegated to or performed by anyone 
unmindful of the dangers incurred. The reason why I prefer 
the sharp to the blunt curette is the one advanced by Pinkham, 
namely, that if curettage is employed at all, it must aim ag 
removing as much as possible of the infected focus. The blunt 
curette will remove loose portions of membrane and soft necrotic 
areas of decidua, but will not suffice to detach very adherent 
masses of retained tissue. Following curettage, it is not un- 
common for fairly smart haemorrhage to occur. This must be 
controiled complotely before the Carrel tubes are introduced. 
In some cases it is necessary temporarily to pack the uterine 
cavity. In other instances the application of absolute alcohol 
upon a Playfair’s probe will suffice. Haemostasis, however, 
must be complete or the blood will block thesmall rubber tubes 
and defeat the end of the Carrel treatment. About four to six 
tubes are introduced, care being taken to place them at varying 
heights within the uterine cavity. For this reason the prepara- 
tion of the tubes should be done by the surgeon at the time of 
the operation and not delegated to a house-surgeon or theatre 
sister. They should also be sufficiently long to traverse the 
length of the vagina in order that the connecting transverse 
glass piece may rest upon the pubes to facilitate subsequent 
nursing details. The tubes are kept in position by packing the 
vagina lightly with strips of bismuth or plain gauze. Finally 
the vulva and perineum are well covered with some emollient 
such as vaseline in order to avoid excoriation. Treatment is 
commenced by filling the apparatus with Dakin’s solution and 
applying a clip to the tube of entry. A pad of gauze and 
absorbent wool is placed over the vulva and the glass T tube 
attached by a pin to the abdominal binder. Subsequent treat- 
ment resolves itself into injecting fresh solution into the appa- 
ratus at regular intervals of two hours. The patient’s tempera- 
ture falls within twelve hours asa general rule, and within a few 
days it is usual for the tubes to be expelled by involution of the 
uterus. Should the tubes become displaced, however, and be 
expelled whilst the temperature is still raised and the uterus 
subinvoluted it is necessary to —— them. This may be done 
upon the second occasion without having recourse to an anaes- 
thetic, since there is no necessity to sterilize the genital tract 
or curette the uterine wails. There is usually no difficulty in 
introducing the tubes if the patient is placed in Sims’s position, 
provided that sufficient assistance is available. This is usually 
the case, since the condition calling for treatment of this kin 
as a rule necessitates the patient being in an institution. 


For anp AGAINST CURETTING. 

In discussing the method it may be asked what are the 
risks, if any, that are incurred. These appear to depend 
largely upon the question of curetting. ‘The reasons that 
may be urged against curettage of a septic puerpera! »terus 
are the following: 

1. The impossibility of removing the whole of the infected 
material. 


2. The destruction of the protective leucocytic zone, explained 
by Bumm and others. ts 


3. The opening tp of lymphatic and venous channels and 
inoculation of micro-organisms into the same. : 

4. The risk of perforation of an extremely soft uterus. 

5. The possibility of severe haemorrhage or air embolism. 

With regard to the impossibility of removing the whole 
of the infected material this is probably true. At the same 
time there can be no doubt of the advisability of eliminatin 
as much as possible of the necrotic infected decidua an 
shreds of membrane. As regards the destruction of the 
protective leucocytic zone it is interesting to note that in 
1910 Pinkham, in the American Journal of Obstetrics, had 
come to the conclusion that the zone acted as a nidus for 
pathogenic cocci rather than a protection against further 
extension of the inflammatory process. If care is taken to 
sterilize thoroughly the uterine cavity and to keep the 
surface subsequently clean by the constant application of 
hypochlorite solution, the risks attached to the use of the 
sharp curette appear to be diminished considerably. It is 
the continwal application of antiseptic solutions, in contra- 
distinction to the intermittent sterilization of the uterine 
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cavity by the older method of intrauterine douching, that 
constitutes the element of safety. ; 

With regard to the possibility of opening up lymphatic 
and venous channels and inoculating micro-organisms into 
the same, this is certainly a point which demands careful 
consideration. If the risk of pyaemia, thrombosis, or 
parametritis was increased by the use of a sharp curette, 
then this would be a very definite contraindication to its 
employment. My own experience up to date is that the 
risk is not increased. In the case of those patients in 
whom septicaemia or pyaemic symptoms developed, 
organisms were already found in blood culture at the time 
of the initial curettage. A further interesting point to me 
is that the only case of parametric abscess in my series 
developed in one of two patients in whom cyrettage was 
not employed. The general condition of the patient when 
admitted to hospital was such that I did not think it 
advisable to take her to the theatre, and Carrel’s tubes 
were introduced in the ward, without the usual routine 
attempt at sterilization of the genital tract. : 

As regards the question of perforation of the septic 
uterus, this I do consider to be a real risk. 


It happened in the case of a patient admitted to the General 
Hospital, Birmingham, suffering from an extreme degree of 
uterine sepsis, due to a large portion of adherent placenta 
retained for fourteen days following labour. A house-surgeon 
in attempting to remove the adherent placental tissue perforated 
the uterus. Alarmed at the accident he simply drained the 
organ and did not introduce Carrel’s tubes. The patient died. 


A case such as this teaches a very important lesson— 
mainly, I think, the importance of delegating the treatment 
of these cases, if indeed at all, only to experienced men 
who thoroughly appreciate the risks attached. The 
attempt to sterilize thoroughly and efficiently a septic 
uterus is not an easy proceeding and unattended with 
danger. The friability of the uterine wall in. some of 
these cases is extreme, and if the sharp curette is 
employed the hand that uses it must exercise a delicate 
touch. Better by far discard its use unless this principle 
is observed in the closest detail. 

As to the fifth reason which has been urged against the 
advisability of curetting the septic uterus, namely, the 
possibility of severe haemorrhage or air embolism, I have 
already referred to the former. Bleeding is often some- 
what brisk, but I have not found it alarming, and always 
easily controlled by a very temporary uterine plug. It is 
essential that there should be no active haemorrhage in 
progress at the time that the tubes are introduced into 
the uterine cavity. Care should be taken therefore in the 
technique of introduction not to injure the uterine wall. 
Otherwise the orifices of the tubes will become plugged 
and uterine irrigation prevented. 


INTRAVENOUS MEDICATION. 

The next point I wish to raise for discussion is the 
possibilities of intravenous medication in those cases of 
puerperal sepsis where organisms have reached the blood 
stream—in other words, puerperal septicaemia and pyaemia. 


The principle is not new, since in 1910 both collargol and 
mercuric perchloride were advocated for this purpose’ by 
Popow et Barsony respectively. Popow recorded 36 cases of 
puerperal fever successfully treated by intravenous collargol, 
several being of a very severe type. His experience, however, 
is contrary to that of most obstetricians, and furthermore the 
extended use of the drug has shown that it is not free from 
danger. Cases of vulvo-vaginal thrombi, severe uterine 
haemorrhage and hemiplegia, have been recorded by Potochi, 
Coux, Jeannin and others, as following the employment of 
collargol. On the few occasions that my colleague, Dr. Thomas 
Wilson, and I have used it during the past few years we have 
not observed any particular benefit accrue from its employ- 
ment. On no occasion did we note any fall in the temperature, 
increase in the leucocytic count, or improvement in the 

atient’s general condition, and I have now discarded it. 
ntravenous injecticns of corrosive sublimate in the treatment 
of puerperal sepsis were introduced by Barsony of Budapest, 
and the method was in vogue in his clinic for at least fifteen 
ears. Altogether he treated 2,736 patients and stated that he 

d only lost two from puerperal sepsis. My own experience of 
the method is limited to ten cases, and I cannot claim any 
particular advantage from its employment. Three of the 
patients died, although it is only fair to state that in each of 
the fatal cases the infection was of a very severe streptococcal 
gotace and the patient was not seen until a late stage in the 

Iness. 


For the past twelve months I have been employing as 
@ rGutine a solution of flavine 1 in 1,000 in normal saline, 


category are peptone and other “foreign” proteins. 


intravenously, in cases of puerperal septicaemia and 
pyaemia. Jlavine has the advantage for intravenous 


‘injection that it is a non-protoplasmic poison and has n¢ 


effect upon the red or white corpuscles. I administer it in 
doses of 10 to 15 c.cm. intravenously into the median 
basilic vein, employing the same technique as for arsenical 
preparations in the treatment of syphilis. As a rule one 
injection is given per diem, but in severe infections two are 
administered, one in the morning and one in the evening. 
So far I have been very pleased with the results, recovery 
having taken place on each occasion. Until, however, I am 
able to submit a long series of cases no real advance in 
treatment is claimed. With any new therapeutic agent it 
is well to be sceptical until its true value is proved. As 
Sippel very rightly says, no method has ever been invented 
which has not been said to have, and really has had, great 
snecess, for nature, with or in spite of the method, has 
effected cures though the method did not do so. This 
cannot be emphasized too much, and although it is only 
right and essential to medical progress that new drugs and 
methods be exploited, a note of warning should be sounded 
against accepting such without careful investigation and 
confirmation. It is in this spirit that I have ventured 
to submit these few observations and suggestions. 


INTRAVENOUS PROTEIN THERAPY IN 
PUERPERAL SEPTICAEMIA, 


BY 
A. E. Gow, M.D., F.R.C.P.Lond. 


In the treatment of cases of severe septic infection, for 
which as yet a sure remedy is lacking, no therapeutic stone 
must be left unturned, and any procedure which holds out 
a prospect of benefit is worthy of trial. The lines of treat- 
ment are various, and must be directed to the whole patient 
as well as to the specific lesion. 

There are few diseases in which nursing plays so 
important a part, and consideration of this fact should never 
be omitted when the general treatment—rest, food, drugs, 
and hygiene—is being outlined. General treatment must 
not be directed solely to alleviating symptoms, but also to 
anticipating, as far as is possible, their onset. It is, how- 
ever, with only one phase of the specific treatment that I 
am able now to deal. 

Apart from the direct introduction of such antiseptics 
as mercuric chloride and eusol into the blood stream in 
suitable cases, we may attempt the destruction of bacteria 
or their toxins by the use either of specific or non-specific 
agents. Amongst the former are to be counted vaccines, 
especially sensitized vaccine, and antiserums; in the latter 
It is 
by the judicious employment of substances in both groups 
that the best results are likely to be obtained. _ 

With the introduction of intravenous injection of “ pep- 
tone” as an accessory to sensitized vaccine a considerable 
step forward in the treatment of pyogenic septicaemia has 
been made, and it is with this aspect of the problem that 
this communication is principally concerned. 

Of the various preparations of “ peptone” on the market, 
Witte’s is the best for the purpose, probably because it con- 
tains a higher percentage (about 32 per cent.) of primary 
albumose. Owing to the difficulty in obtaining Witte’s 
peptone at the end of last year, Messrs. Allen and Hanburys 
prepared for me a substance containing 96 per cent. of 
primary albumose; calculated as primary albumose this 
was relatively more toxic to rabbits than Witte’s peptone, 
but I have not used it in the treatment of human infections. 
; _ solution for intravenous injection is made up as 

ollows : 


To 10 grams of Witte’s peptone in a clean beaker is added 
about 5 c.cm. of hot freshly distilled water and ‘the peptone 
made into a paste by stirring with a glass rod; the paste is 
made thinner and thinner by the slow addition of hot distilled 
water until about 50 c.cm. have been added. The volume is 
then made up to 100 c.cm., a little sodium carbonate added and 
the whole boiled, stirring the while. The hot solution is filtered 
through a sterile filter paper and funnel into a sterile flask, 
and: the filtrate heated for twenty minutes on a boiling water 


-bath. When cool the flask is sealed with a sterile rubber cap. 


_ The first dose of such a solution which may be given 
intravenously to a septicaemic adult is from 8 to 10 c.cm. 
The guantity is increased by 2 c.cm. every other day or so 
until 16, 18 or 20 c.cm. are given at atime. The injection 
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VACCINE TREATMENT. 


must be made slowly, and for that reason I employ Nolf’s | 


i ing a Record syringe and a.very fine bore. 
ne api ga 28 it is impossible to introduce the 
solution too quickly. In cases of puerperal —— 
the injection of peptone tends to cause an immediate an: 
rapid fall in blood pressure, a rise In the pulse frequency, 
and if the patient has a leucocytosis, it rapidly induces a 
high degree of peripheral leucopenia—all these phenomena 
being of very short duration. Now of these changes, 
which take place simultaneously, the easiest to record 
as a guide is the pulse frequency, and whilst the injection 
is in progress the nurse keeps count of the radial pulse, 
calling out the number each quarter of a minute. If this 
exceeds thirty-four the injection is temporarily suspended. 
It is well to have a hypodermic syringe containing lin 
1,000 adrenalin at hand, though I have never had occasion 
“or — the patient experiences no abnormal sensa- 
tions during the first few injections, but with later ones 
there may be a slight fullness in the head, a little cough, 


“pins and needles,” a transient sharp stabbing pain in the 


bottom of the back or a little nausea. A rigor may follow 
during the course of an hour or so. ' : 

Now the occurrence of a rigor is an excellent sign, for it 
appears to be followed invariably by marked clinical im- 
provement, and often this first induced rigor marks the 
turning point of the disease, and even in such conditions 
as infective endocarditis it leads to temporary benefit. 

Up to the present I have not had the, moral courage 
to treat a case of streptococcal septicaemia solely with 
peptone, nor should I feel justified in so doing when 
sensitized vaccine is available; but peptone injections 
may be started at once while the autogenous vaccine is 
in preparation. 

Though I am convinced that in peptone we have a 
very valuable adjunct to sensitized vaccine, I make no 
extravagant claim that it always brings a septicaemia to 
an end, and caution any who may look for a dramatic 
and sustained fall of temperature after its use that 
most times they will be disappointed. I say “most 
times” advisedly, for in one case of puerperal pyaemia of 
three months’ duration the temperature, which had been 
swinging between 99° and 102°, became subnormal within 
forty hours of the rigor, consequent on the first intravenous 
injection of peptone. Peptone may be regarded, then, as 
a useful accessory to other forms of treatment, helping the 
acute case to become localized, and in the subacute, where 
subcutaneous vaccine alone is often of little avail, the two 
may be combined with the greatest advantage; in the 
absence of general peritonitis it tends to prevent abdominal 
distension, and if present to remove it. 

With regard to autogenous vaccine in cases of puerperal 
infection, the causal organism—most frequently, though 
by no means invariably, Streptococcus pyogenes — can 
generally be isolated more quickly from a carefully taken 
intrauterine swab than from cultivation of the blood. 
(A vaginal swab is useless.) ; 

Blood-agar plates are inoculated and films made as soon 
as possible from the uterine swab, and sufficient growth 
for vaccine purposes is usually obtained after twenty-four 
hours’ incubation at 37° C.—only rarely is it necessary on 
account of gross impurity to subcultivate from single 
colonies. If a streptococcus be seen in the films, a 
“stock” sensitized streptococcus vaccine made from 
several strains isolated from puerperal fever should be 
given while the autogenous vaccine is bSag prepared (two 
to-three days). The sensitized vaccine, whether stock or 
autogenous, may be administered either intravenously or 
subcutaneously; in bad cases the former route is to be 
preferred. 

Subcutaneously an average dose is 100, 250 and 500 
million on three successive days; intravenously consider- 
ably more may be given to begin with—say 500 million. 
Rarely does such a dose alone cause any rise in tempera- 
ture or other appreciable disturbance, but if at the same 
time an intramuscular injection of the serum used to sen- 
sitize the coccus is made, a rigor may ensue, and an “ arti- 
ficial” rigor, as previously mentioned, is of good omen. If 
the intravenous route for the vaccine is chosen, the same 
or an increased dose, according to circumstances, may be 
injected on the third day. 

The intravenous injection, whether of vaccine or peptone, 
should not be made directly a feed has been given, but 
when the patient is as near the fasting state as possible. 


In saying this I do not. t that, in the condition under — 
consideration, the stomach should rarely be empty, and that — 
one cannot expect the doctor to rise in time to deal with . 
his patient regularly at 6a.m. There is so large a thera- 
peutic programme to fill the patient's day that it is a real 
problem how best to arrange it without causing un- 
necessary disturbance and undue fatigue, or, more particu- 
larly, encroaching on the fitful demands of that great 
healer, sleep. 


SERUMS AND VACCINES IN THE TREATMENT 
OF PUERPERAL INFECTION, 


BY 


H. Leira Murray, M.D., Ch.B.Aberd., 


Surgeon to the Hospital for Women, Liverpool; Consulting 
Gynaecological Surgeon to the David Lewis 
Northern Hospital, Liverpool. 


Tue President of the Section set me a difficult task when . 
he invited me to summarize the present position of the - 
treatment of puerperal infection by serums and vaccines. 
Other forms of inoculation treatment are developing; © 
colloidal metals and, as you have heard, intravenous 
protein injections, both specific and non-specific, are being 
ar comnanegien As yet it is too soon to define their,relative 
utility. 

In any illness so acute as puerperal fever can be, it is 
at times difficult to be truly scientific. There is no time 
to “ wait and see” the result of any one method of treat- 
ment, and possibly at the present time it may be best, 
in certain cases, to advocate a beneficent blunderbuss 
rather than one high velocity bullet which fails to hit 
the mark. 

The literature is not so satisfactory as to tempt anyone 
to employ serums or vaccines to the exclusion of other 
forms of inoculation treatment. -My endeavour to-day will 
be merely to guide along right lines those wishing to try - 
them. In doing so I must point out that specific inocu- 
lation is compatible with every other form of general - 
treatment. 

The literature, as I have indicated, is almost chaotic. 
A general summary would give a monotonous recurrence 
of “disappointing” and “encouraging.” But a close - 
scrutiny of certain carefully prepared papers does seem to 
give us reason to believe that there is a sphere for specific 
inoculation. A deal.of harm has been done by casual and 
undetailed references to the use of the agents under dis- 
cussion. I cannot say that the methods I am to detail are 
the best possible, but I do knoy, on general grounds, that 
there is a big difference betweéa giving 10 c.cm. of poly- 
valent antistreptococcus serum hypodermically to a mori- 
bund patient and giving 50 c.cm. of the same serum intra- 
venously and suitably diluted with normal saline to a 
patient whose general condition, or leucocyte count, shows 
that some reaction is taking place. : 

Every published reference. to serum treatment should 
be accompanied by details of the patient’s condition, 
the local condition, the amount of serum given, and 
the method of inoculation; anything short of this is 
meaningless and positively harmful. Possibly in this 
paper I might be laying myself open to a similar criticism 
did I not make it clear that it is less a personal experience 
than a simple exposition of methods. : 

Let us see, then, what basis in clinical observation can 
be found for specific immunological treatment. I would 
insist, first, on the need for precise diagnosis, both clinical 
and bacteriological, but especially the former. Three 
instances will illustrate the need. 

Time and again I have -been asked to see cases where _ 
very elaborate steps were being taken—serum or strepto- 
coccal vaccine, or both--and great anxiety experienced, 
much of which could have been avoided if an examination 
of the urine had been carried out and the pus there 
present demonstrated. Puerperal pyelitis can be a very 
serious and, from complications, a fatal disease, but the 
majority of cases react to vaccines—or even to hexamine 
given in a rational manner—most satisfactorily. It is a 
condition very liable to be overlooked, as the bladder may 
remain uninfected and no urinary symptoms develop. 
The organisms at work in this rather subtle infection are 
usually coliform or staphylococcal in character, and an 
autogenous vaccine administered non vi sed arte is of the 
very greatest service. It may be assisted by alternating 


the reaction of the urine between acid and alkali from 
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time to time. While the urine is acid, hexamine may 
be given in rapidly increased doses up to the limit of 
tolerance. 

To treat such a case without accurately diagnosing it is 
as remiss as to direct attention to the acute general 
symptoms arising in another type of case while omitting 
to disinfect a focus resulting from an infected laceration. 
I need not further enlarge on this second instance of the 
importance of accurate diagnosis. 

As a third instance I wish to mention puerperal infection 
complicated by peritoneal infection. If the powerfully 
protective capacity of the peritoneum cannot arrest such 
@ process, serums or vaccines are little likely to do so, and 
the intervention of a surgeon is called for. 

With the ground thus cleared it is now possible to 
discuss methods of immunological treatment for certain 
types of strictly wound-infection occurring after delivery. 

First and foremost let me urge that steps be taken early 
and not late. There is no more tragic sight than the 
acutely conscious woman who talks rationally, does not 
feel particularly ill, and yet is insensitive to the prick of 
the inoculating needle. Probably nothing can save her; 
she is analgesic because she is septicaemic. Such cases 
are not rare, and are so rapid in development that a few 
hours may show a difference. Every case, therefore, 
developing acute symptoms in the early days after labour 
should be forthwith treated as if it might develop into the 
condition I have mentioned. Some cases, no doubt, are 
doomed from the beginning, but let us see to it that every- 
thing possible (of an advisable kind) be done while there 
is still the probability of reaction on the part of the patient. 
If any palpable local swelling be detected a day or two 
later on, good and well; such reaction is less in proportion 
to the infection than to the strength of resistance, and, 
in the interval, treatment will have been aimed at the 
more serious case where no such reaction is going to 
take place. 

The bulk of cases of acute puerperal infection have been 
proved bacteriologically to be due to a streptococcus. This 
organism is first in importance and frequency, and the 
textbook figures of 40 to 50 per cent. in pure and 60 to 70 
per cent. in mixed culture are probably fairly accurate. 
As an agent causing general infection the percentage is 
much higher. In one elaborate series of cases 46.4 per 
cent. of 196 cases gave a positive blood culture, and of 
these 93 per cent. were streptococcal. This figure of 
practically 50 per cent. of positive blood cultures must not 
be taken as representing the total of generalized blood 
infection. A blood culture from which no growth is 
obtained does not necessarily signify a sterile blood stream. 
It has been customary to divide puerperal infections 
broadly into toxaemic and septicaemic groups, but the 
distinction is merely between a grave and a very grave 
condition. A positive blood culture is largely a matter of 
technique and choice of time, combined perhaps, in some 
cases, with a certain amount of good luck. A blood 
culture, therefore, in a case of puerperal infection should 
be taken under the most auspicious circumstances, namely, 
during a period of high temperature (preferably during a 
rigor); the blood should be inoculated immediately into a 
considerable bulk of media and rapidly transferred to an 
incubator. A few cubic centimetres of clotted blood posted 
to a laboratory are much less likely to be helpful. 

A final pathological point which it is necessary to 
emphasize is expressed in the dictum that a generalized 
blood infection does not of necessity predicate a maximum 
of resistance. In other words, although an organism has 
been demonstrated in the blood stream, it may still 
be possible to influence a favourable reaction by local 
inoculation. 

Coming now to the more practical aspect of treatment 
of severe cases—excluding pyelitis, local septic lacera- 
tions, peritoneal infection, and pronounced local swelling 
developing in the first week after delivery—it will be clear, 
from what has already been said, that treatment should be 
begun early, and, in the first instance, should be directed 
against the streptococcus. 


Serum Treatment. 


Diagnosis by blood culture requires time, and in that 


precious interval it is not only legitimate but highly advis- 
able to give antistreptococcus serum. Let it be given in 
large quantity—50 c.cm. intravenously, and diluted with 
not less than an equal amount of normal saline solution. 


If no improvement results in twelve to twenty-four hourg 
the inoculation should be repeated, using, if possible, the 
brand of a different maker. 

Antistreptococcus serum is a bacteriolytic serum, and, 
unlike antidiphtheritic serum, requires a key to unlock itg 
action. This key, found only in fresh serum, is known ag 
complement. When we give a bacteriolytic serum we are 
relying on the patient to provide this non-specific fresh 
element. It was at one time thought that complement 
was liable to become more or less exhausted in acute infec. 
tions, but more recent work has not confirmed this. Still, 
it niay be advisable to combine with these injections 
5 c.cm. of fresh sterile guinea-pig serum, or of fresh normal 
horse serum. I have invariably ordered this latter when 
available, but the inevitable delay (two days) in procuring 
it has been a handicap, and I cannot definitely say that it 
has been of use. 

The first of these intravenous inoculations may con- 
veniently have as a preliminary the extraction of blood 
for culture. A positive result gives an opportunity for 
utilizing vaccine treatment, which, in the case of strepto- 


coccal infection, should be assisted by further doses of 


serum administered subcutaneously. 


Vaccine Treatment. 

I can hardly believe that a stock vaccine is ever adv 
visable in acute cases—except possibly as a preliminary to 
the preparation of an autogenous vaccine, and after de- 
monstration of the causative organism. A vaccine is a, 
powerful poison, and inoculations would represent a. 
repeated addition to the intoxication unless a reaction) 
directly bearing on that intoxication were presumable. 

Autogenous vaccines, on the other hand, appear to be! 
of distinct service, and, according to one careful observer, ; 
reduce the mortality of definite septicaemia from 85 to 
95 per cent. to 55 per cent. Small doses should be given, , 
and preferably, in streptococcal cases, with serum, as out- 
lined above. It would be inadvisable more particularly 
to indicate dosage. Each case should be judged on its 
merits and have the treatment controlled by one who,. 
whatever his ordinary designation, is at heart a clinical 
pathologist. 

The most encouraging results of all are forthcoming in. 
cases where the patient is making a fair fight—that is to! 
say, in cases where the course tends to be somewhat sub-: 
acute. In these cases it is more difficult, unfortunately, to 
obtain a blood culture, and the basis for vaccine treatment 
should always, if possible, be a blood culture. As the 
gross variation of post-partum intrauterine cultures proves, 
it is a difficult matter to take an uncontaminated intra- 
uterine culture, and, furthermore, there is evidence that, 
even in afebrile cases, the placental site is soon invaded by 


pyogenic organisms. Failing a positive blood culture, and — 


with serious symptoms persisting, a vaccine prepared from 
an intrauterine culture may legitimately be employed; the 
material, however, should be obtained by one accustomed 
to the procedure. 

There remains for discussion that group of cases in 
which symptoms develop, as a rule, during the second. 
week and are notable for acute exacerbations (rigors). 
These are vascular in origin and pyaemic in development. 
The staphylococcus appears to be, relatively, mora 
frequent in this form of infection; but, absolutely, the 
streptococcus is, as in septicaemia, the most commonly 
found organism. 

In these cases autogenous vaccines, best obtained by 
venipuncture during a rigor, are sometimes almost miracu- 
lously successful. If a streptococcus be isolated, serum. 
should be given in addition. 

Pyaemic infection is frequently subacute or even 
chronic, and, failing a good result from treatment by 
vaccine or vaccine plus serum, an opportunity is pre- 
sented for utilizing a method of passive immunity very 
rarely possible in more acute infections. This involves 
inoculations of a vaccine of the causative organism into a 
person of suitable blood group (commonly a close relative) 
and subsequent injection of this immunized serum into the 
patient. 1t appears to be a procedure worthy of trial. 

It will be noted that I have given no indication of the 
dosage of vaccines. This is a deliberate omission. Stereo- 
typed doses and intervals have been the bane of vaccine 
treatment. Nor have I distinguished between ordinary 
vaccines sterilized by heat or antiseptic, sensitized vac- 


cines, and detoxicated vaccines. At the present time these, 
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ives are scarcely more than matters of personal 
and it be unwise to dogmatize. 

As to the inoculation in vaccine form of organisms de- 
vitalized but not absolutely killed, I can say.but little. No 
doubt in many cases, when the administration of a vaccine 
is hurried on by reason of the urgency of the case, an in- 
completely sterilized suspension 18 inoculated, and it has, on 
occasion, perhaps appeared that the case did particularly 
well. Still, asa method is open 

jecti d cannot be recom a 
ih ne tamales views put forward in this short paper 
will have made it ee much work remains to be 
ubject under discussion. 

vatrongly urge that the present method, 
whereby notified cases are frequently treated by the 
unaided officers of zymotic hospitals, is very far from 
ideal. Only those of us who are called in to see these 
cases in private consultation know the feeling among 
practitioners. Public health authorities must be brought 
to appreciate that, whatever may be done in the case of 
‘tuberculosis, an expert on the treatment of puerperal fever 
cannot be created in six months. 

To each city hospital where cases of puerperal fever are 
admitted there should be attached a keen young obstet- 
rician, in touch with a pathological laboratory and com- 
petent to undertake such surgical treatment as may appear 
to him advisable. Furthermore, he should be subsidized 
by the local authority. This meeting of the Section 
appears an opportune moment to make comment on the 
unsatisfactory arrangement at present in vogue. 


‘DISCUSSION, 
Lewis Grauam, M.S., F.R.C.S., 


Birmingham. 

Ar the Women’s Hospital, Birmingham, since 1913, 889 
cases of puerperal sepsis have been admitted. Of them 
164 cases: died. Various special methods of treatment, 
such as vaccine and serum therapy, intravenous injections 
of galyl and magnesium sulphate, Carrel and hypertonic 
saline irrigations, have been tried, but without any con- 
spicuous success. Injury to the uterus during treatment, 
such as tearing of the cervix or curetting, appears to be 
definitely harmful. Cases require watching for secondary 
complications in the heart, lungs, and other organs. Where 
cases die, useful information in the guidance of future cases 
may be obtained by routine post-mortem examinations. 
Except on the preventive side, the hope of the future 
appears to lie in a combination of effort by the 
bacteriologist and the surgeon. Such cases should be 
sent to women’s hospitals and not to ordinary “fever” 
hospitals. 


Earpiey Hoxanp, M.D., F.R.C.S., 
London. 
Mr. Earptey Hoxianp said that he was more interested 
in the prevention than in the treatment of puerperal 
infection. He was in complete agreement with Mr. 
Bonney that in many cases—it was impossible to say how 
many—the source of the infecting bacteria was the patient’s 
own perineum and vagina, and that infection occurred 
from the transportation of bacteria into the cervix and 
cavity of the uterus by vaginal examinations or by use of 
forceps or other obstetrical operations. This must be 
distinguished from auto-infection in its narrow sense; it 
was infection of the paiient by her own bacteria, but 
introduced by external agencies. The treatment of severe 
cases of puerperal sepsis at present held out little hope; 
but prevention, on the other hand, was full of hope. One 
‘of the most important principles in prevention was to 
avoid introducing anything into the vagina during labour, 
except in cases of absolute necessity. He believed that 
vaginal examinations themselves, by transporting bacteria 
from the lower part of the vulvo-vaginal tract upwards 
into the uterus was a common source of infection, and he 
believed that routine vaginal examinations ought to be 
abolished altogether. There was scarcely a woman in 
this country who did not have a vaginal examination 
made during labour, unless she was fortunate enough to 
have the baby born before the arrival of the doctor or 
midwife. Personally, for the last eight years he had 
employed rectal examinations, and had discarded vaginal 
examinations altogether. Rectal examination had all the 
D 


advantages of vaginal and none of its disadvantages; it 
carried with it no risks of infection, and with practice it - 
revealed just as much information as vaginal examination. 
The recto-vaginal septum was thin and lax, and the state 
of the cervix, the sutures and fontanelles, the degree of ~ 
descent of the head into the pelvis,and even a prolapsed ~ 
cord, could be felt with the utmost clearness. Further- 
more, rectal examination was infinitely less trouble, for 
none of the aseptic ritual, so necessary in vaginal 
examination, was required, and the number of examinations 
need not be restricted. The only reason for his speaking 
was to make the strongest plea for rectal examination 
instead of vaginal. 


AMAND Rovtu, M.D., F.R.C.P., 
London. - 


‘Dr. Routs said he had not been converted to the view 


that puerperal infection was often due to intestinal 
organisms, as individuals were usually immune from 
infection by organisms normally existing in their own 
tissues. Exceptions, however, seemed to be B. coli cystitis 
and pregnancy pyelitis. The cases of unclean Caesarean 
sections alluded to by Mr. Bonney were due not to auto- 
genous intestinal infection but to heterogenous germs 
introduced during previous attempts at delivery. Most 
cases of infection could be prevented by douching out the 
uterine cavity immediately after labour with strong iodine 
solution if a finger or instrument had been passed into the © 
uterus. If the temperature rose next day, the patient 
should be put under an anaesthetic and the uterus ex- 
plored digitally, obvious pieces of placenta or membranes 
removed, and a big swab of gauze swept round to remove 
smaller débris of mucosa, Another swab saturated in a 
1 in 4 solution of iodine should then be applied especially 
to the placental site. This would kill all germs in the 
placental site, and almost always prevented true septicaemia 
developing. If there were fixation of the uterus or if para- 
metritic induration were present, the case was a hopeful 
one showing strong local resistance, and much more likely 
to be relieved by antistreptococcic serum or an auto- 
vaccine. Finally, if a case were apparently hopeless, or 
running high temperatures at the end of the first week, 
strong doses of lig. ferri perchlor. mxx every two or three 
hours often resulted in rapid dropping of the temperature 
by mmqmeesing the patient’s resistance, and thus saved 
er life. 


Frances Ivens, M.S., M.B., 
Liverpool. 


Miss Ivens drew attention to two points: (1) Preventive 
measures, (2) serum therapy. She thought more could be 
done to prevent autoinfection from the intestinal tract if a 
more thorough preparation of the patient were made when 
labour began, and if the nurse were instructed as a routine 
measure to prepare or shave the patient as if she were 
going to have an operation. A good deal had been learnt 
about wound infection during the war, and some of this 
knowledge could be applied in the effort to prevent local 
puerperal sepsis from developing into puerperal septicaemia. 
Miss Ivens found in a series of observations that badly 
infected war wounds, when treated early with polyvalent 
serum, developed septicaemia in very few instances, and 
also that some apparently hopeless cases of septicaemia, 
due to a haemolytic streptococcus, recovered when treated 
with massive and repeated doses of serum, just as did 
cases of gas gangrene with antigan ous serum. The 
serum employed was that prepared at Alfort by MM. 
Leclainche and Vallée from horses rendered immune to 
the organisms commonly found in war wounds—namely, 
varied strains of staphylococci, streptococci, the colon 
bacillus, B. pyocyaneus, etc. She suggested that the same 
principles be applied to puerperal sepsis in its different 
forms. A reliable serum, adequate dosage, and exact bac- 
teriological findings were needed. The polyvalent serum 
could only be regarded as an urgency measure until the 
specific organism was isolated from the blood and placental 
site, when the specific serum could be pushed. As regards 
the favourable prognosis in cases of abscess development, 
it had been observed that cases of septicaemia wheze a 
fixation abscess developed did well, and it was now the 


_ speaker's practice to endeavour to produce such an abscess 


by the subcutaneous injection of turpentine, 
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J. Prescotr Heptey, M.B., M.Ch., F.R.C.S., 
London. . 

I am convinced that autogenous infection does occur, but 
it is dangerous to make too much of this method of in- 
fection in the teaching of obstetrics unless it is clearly 
inted out that the woman’s own organisms are carried 
into or higher in the vagina by examination. The treat- 
ment of puerperal infection is most unsatisfactory, and the 
numerous varieties of treatment advocated show this to 
be the case. It is extremely difficult to say in any case 
what the prognosis is, and therefore whether specific or 
vigorous treatment is really necessary or not; most un- 
expected recoveries occur without much treatment beyond 
good nursing. In sapraemic cases the great majority of 
patients will recover without vigorous treatment, but in 
those where the pulse is very rapid, the uterus undergoing 
involution and the discharge watery and irritating, the 
outlook is very grave. For years now I have always 
avoided intrauterine interference in these cases for fear 
of spreading the infection. Mr. Whitehouse’s results are 
~ striking and encouraging, but it is possible that he has 
been fortunate in meeting with a series of favourable cases. 
The results in septicaemia cases are so bad that I am 

encouraged to give his method a thorough trial. 


A. LaprHorn Saitu, M.D., 
London. 

Ir is my own firm conviction that nearly all of the 1,200 or 
more deaths from puerperal sepsis every year could be 
saved if every one of the million confinements were carried 
out with the same precautions of asepsis and antisepsis by 
every practitioner asare used by every surgeon in every sur- 
gical operation. Before deciding that a woman with septic 
symptoms after a confinement really has puerperal sepsis 
I would urge that we make sure that it is really puerperal. 
Once I was called to a very ill woman 100 miles away who 
had been curetted by another doctor the day before, but 
it did not do her any good. I lifted the clothes up and 
found her abdomen with many rose-coloured spots. I said 
nothing—it was a case of typhoid. The woman recovered 
in spite of all. Three times I have been called to very ill 
women with high temperatures and tender abdomens. The 
practitioners were most careful men, therefore I looked 
for some other cause, and found it an hour or two later at 
the hospital when I removed a suppurating or gangrenous 
or perforated appendix. These women all had histories 
of previous attacks of appendicitis—one had actually been 

in the hospital for operation, but was not operated on. 
Prevention is better thancure. The old English doctors, 
who for the last two hundred years have ordered a weekly 
dose of castor oil and an enema when labour begins, were 
giving correct treatment, as colon bacilli increase enor- 
mously with constipation. The rectum can be made as 
clean as the mouth. But more important than the colon 
bacillus is the streptococcus. By wearing rubber gloves in 
every confinement the doctor and nurse would cut out 
nearly all the cases of infection. Should doctors douche 
before delivery? Asarule,no. But if the husband of the 
woman is a rag-and-bone man, handling erysipelas and 
scarlet fever and diphtheria rags in ash barrels, it would 
be worth while to take special precautions by douching. 
I have been called to such a case, and had a very anxious 
time, as the woman had erysipelas. Drainage should be 
effected by sitting on a chamber. Abolish the bed-pan. 
The vagina in the dorsal position holds 4 to 8 oz. of 
culture fiuid; sitting up six times a day keeps the vagina 
empty. We always drain an abscess cavity elsewhere, 
why not put a tube into the uterine cavity when it is an 
abscess cavity? The abscess cavity connects directly with 
the: peritoneum. Asepsis, antisepsis, and drainage are the 
three watchwords of surgery; let us make them three 
watchwords of obstetrics. If we repaired lacerations of 
the cervix and perineum on the spot we would have much 
fewer cases of infection, to say nothing of morbidity. I do 
not believe very much in bichloride in the uterus. My 
favourite plan is to wash out with a copious intrauterine 
douche—half a gallon of plain boiled water at 100°F; then 
swab out the cavity with very strong almost saturated 
permanganate of potash—no microbe can live in it. I 
cannot too strongly recommend this antiseptic; it is non- 
toxic. After this I put a tube in the uterus, or if not 
available I use a strip of mild iodoform gauze lying loosely 


packed and: projecting out to the vagina. Then one ounce 
of boracic powder or more in the vagina and a dry pad 
to hold the bcricic powder in. Then I make the patient 
sit up. The Chairman has asked us to state definitely 
whether we should curette or not. I am definitely 
opposed to the sharp curetie, because it opens up more 
avenues of entrance, and the uterus is very soft, easily 
perforated, and all the good can be done with perman- . 
ganate of potash. The bit of membrane or placenta ig 
not the cause; the placental site is the place to disinfect, 
I support Dr. suggestion that rectal examinations 
should be used instead of vaginal ones. Lastly, do we. 
not sometimes pay too much attention to the disease and 
forget to look at the woman? Is a woman who is the 
picture of anaemia in a proper condition to fight auto. . 
infection or hetero-infection ? Citrate of iron and quinine 
sometimes works wonders. 


R. C. Burst, M.D., 
Dundee. 
THERE are two problems in regard to puerperal sepsis: the 
preventive and the therapeutic. Does the preventive 
problem overrun in time the therapeutic? Is it possible 
to prevent further infection? May the , therapeutic 
solution offered impair the concurrent preventive problem ? 
From this arises criticism of methods by douching and 
still more of curettage. : 

In the therapeutic problem there are two parts: 
(a) Counteraction of the infective organism by direct . 
methods; (6) counteraction by indirect methods which 
reinforce the patient’s resources, general or specific. The 
essential condition of specific reinforcement by autogenous 
vaccine is diagnosis. In arguing from results two facts 
should be remembered: (1) There is a natural history of 
puerperal sepsis with a natural response of the patient to 
the attack; (2) it needs a very long series of cases to be so 
free from chance that it has established a definite norm 
for the recovery rate under any individual method of 
treatment. 


R. J. Jounstoneg, M.B., F.R.C.S.Eng., 
Belfast. 
Mr. JoHNSTONE wished to emphasize the fact that before 
any rational system of prophylaxis or of treatment could 
be adopted a clear conception of the pathology of puerperal 
sepsis must be in the mind of the clinician. He thought 
too much emphasis had been laid on the condition of 
the body of the uterus itself. In his experience a large 
number if not the majority of cases of puerperal sepsis 
when carefully examined showed clinical signs of in- 
flammation of the lower part of the vagina and perineum, 
of the cervix and of the lymphatics of the broad liga- 
ments, while the body of the uterus was comparatively 
free, as shown by the absence of tenderness on palpation 
and of purulent or foul discharge from the cervix. In 
these cases, which were often of a very virulent type, the 
uterus itself was probably the most healthy part of the 
genital tract, and the condition was strictly analogous to 
that ofan infected wound with an ascending lymphangitis 
going on to lymphatic septicaemia. As to the causative 
agent of the inflammation, he regarded the infection in the 
vast majority of cases as being derived from the patient 
herself, and mainly from the chronically infected skin of 
the perineum. Such a view did not absolve the patient's 
attendant from the duty of observing all possible aseptic 
precautions. Practitioners ard midwives had now, in his 
opinion, learned fairly well how to sterilize their hands 
and fingers; they must learn in addition to be equally 
efficient in sterilizing the patient’s vulva and perineum. 
He had lately been trying the results of using as an anti- 
septic agent a saturated solution of picric acid in alcohol, 
as it was a more powerful antiseptic than iodine, penetrated 
more deeply into the skin, and was not so easily washed 
away by the flow of secretion which took place during the 
first and second stages of labour. In regard to the treat- 
ment of sepsis when established, his attitude was not so 
much pessimistic as timorous. Any surgical procedure, 
even curetting, carried out in infected tissues and in a 
septic patient with powers of resistance to organisms 
already low, was fraught with danger, and he felt that 
while cases which were putting up a good fight against 
invasion by septic organisms would very probably immunize 
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i those who were going to do badly 
their last chance of combating 
ta Ledien removed by the massive inoculation, inevit- 
able when a breach of infected surfaces was surgically 
made, as to have that chance improved by an attempt to 
limit the progress of the continuous infection by surgical 
removal of the infected tissues. There were occasions 

hen interference was indicated, and he would curette 
. uterus from which a foul or purulent discharge was 
fi win - He had not yet met with any cases in which 
iietans of the ovarian vessels seemed to be clearly 
oy cated, but he intended to try Mr. Whitehouse’s appli- 
cation of the Carrel-Dakin method. He relied mainly on 
the promotion of drainage by posture, douches, etc., and 
on keeping up the patient’s strength by good nursing. 
His experience of serum and vaccines had not been 
very encouraging, and he had almost ceased to employ 


them. 


Freperick Epar, M.D., F.R.C.S., 

is little or no puerperal sepsis in nature. It is 

"the germs of the patient being 
carried up into the uterus by the hand or glove of the 
doctor or nurse. This is most fatally done in the third 
stage. - Iatrauterine manipulation nine times out of ten is 
unnecessary, or necessitated by previous mismanagement 
and wantof patience. Bad suture of the perineum, especially 
the portion within the vagina, leads to absorption and 
septicaemia. Every case of puerperal sepsis should be 
examined thoroughly under ether and the uterus washed 
out to make sure that nothing is left in it. This also 
enables one to eliminate other abdominal and pelvic causes 
of sepsis. Douching, except in hospital or under strict 
conditions once only after intrauterine manipulation, 
should be forbidden. And, lastly, the patient should get 
out of bed twice a day to empty the bladder and bowels, 
and consequently the vagina and uterus. One practical 
point in conclusion: I have found that opening the pouch 


of Douglas causes no extra risk even when there is a- 


normal peritoneum. That is to say, in doubtful cases one 
need not fear ——— when there is reasonable 
cause for exploring the pelvis. 


Reply to Discussion. 

Me. Beckwith WHITEHOUSE, in reply, said that in bringing 
forward his suggestions he had fully expected to meet with 
a certain amount of opposition. In fact, he thought that 
he might very well have brought a veritable hornets’ nest 
about his head! There could be no doubt, however, from 
the results of the discussion, that there was room for con- 
siderable improvement in both the prevention and the 
treatment of puerperal infection. Upon referring to the 
figures available in the annual reports of the Medical 
Officer of Health for Birmingham he was sorry to see that 
the mortality rate to-day was about the same as it had 
been for the last ten years. In the figures supplied by the 
Women’s Hospital, Birmingham, and to which Dr. Graham 
had referred, the mortality for 1918 was 30 per cent. This 
was a very high figure, and pointed to the necessity for 
ascertaining whether it was possible to lower this mortality, 
which seemed to be associated with the older and more 
generally recognized methods of treatment. With regard 
to the use of the curette he was fully in accord with the 
opinion expressed by the President, and he did not wish it 
to go out from the Section that he advocated its general 
employment in all cases of uterine sepsis. The method of 
treatment which he had detailed was essentially one to be 
carried out in an institution, and by individuals wlio were 
mindful of their responsibility. Curettage was merely 
an asset to the Carrel-Dakin method, and it should not 
be used unless it was intended to establish continuous 
uterine irrigation at the same sitting. He quite agreed 
that he might have been extremely fortunate in the results 
so far attained by the Carrel-Dakin and intravenous 
flavine methods. One would be wrong to dogmatize 
upon a few cases, and he did not wish to go any further 
at this stage. The treatment mast stand or fall upon the 
results of future experience. The point in particular, how- 
ever, which he wished to emphasize was the importance of 
early treatment. The earlier the patient was taken in hand 
the more likely was treatment to be successful, whatever 
method was employed. 


President's Summing Up. 
Dr. Hersert Wittiamson said: With your permission I 
will summarize briefly the lessons I think we should learn 
from this discussion. 

First, I commend to your earnest consideration Mr. 
Bonney’s views upon the importance of paying more 
attention during labour to the skin of the ano-perineal 
region. Bacteriologists have established the fact that 
bacteria normally present in the intestinal tract are some- 
times the only ope grown from the tissues of women 
dead of puerperal septicaemia, and have shown that the 
Streptococcus faecalis may become haemolytic. Iam con- 
vinced that cases of septicaemia are not infrequent in 
which the woman is infected by organisms from her own 
intestinal tract. I think there is a misapprehension in the’ 
minds of some of the speakers. I am certain that nothing 
is further from Mr. Bonney’s intentions than to imply that 
the responsibility of the accoucheur is diminished: by tlie 
knowledge of these facts; on the contrary, he points out 
a danger which is often overlooked and urges us to struggle 
towards a still higher ideal of asepsis. : 

The second point revealed by the discussion is our 
very imperfect knowledge of the morbid anatomy of 
puerperal sepsis. Without this knowledge accurate dia- 
gnosis is impossible, and without accurate diagnosis we 
cannot apply rational treatment. I plead for careful and 
systematic work in this field of research. The post- 
mortem material, alas! is too plentiful, but it requires 
more thorough study, and, above all, we need correlation 
of the morbid anatomy and the clinical phenomena. As 
has been pointed out by Dr. Leith Murray, it is a grave 
misfortune that cases of puerperal sepsis are usually 
treated in fever hospitals by those who have had no 
special training in obstetrics; this material should be 
available for increasing our knowledge. . ; 

Thirdly, the question of curetting the septic uterus. I 
do not say it should never be done, but I do say that as a 
routine practice it is a dangerous procedure. I will draw 
your attention to the fact that Mr. Whitehouse advocates 
it only when the patient is in a hospital or nursing home, 
when the opersion is performed by an expert and is 
followed by continuous irrigation. 

Lastly, we must conclude that the treatment is lament- 
ably unsatisfactory and that it is the duty of obstetriciana 
to improve it. If in every large centre throughout the 
kingdom obstetricians. would engage in a combined re- 
search, if each group would attach to itself a clinical 
pathologist, if ty would decide upon a definite line 
of treatment to follow for a given period, and at regular 
intervals would meet together to discuss new points 
which had arisen and compare their experiences, if 
they would cause careful post-mortem examinations to 
be made in their fatal cases and correlate the morbid 
anatomy with the clinical symptoms, I believe that 
definite results would be obtained aud the appalling 


‘mortality revealed to-day would be maierially lessened. Is 


. 


it too much to hope that such a scheme may be devised as 
the result of to day’s meeting? : 


DEMONSTRATION ON 
THE DIASTASE CONTENT OF THE URINE 
IN TOXAEMIAS OF PREGNANCY, 


BY 


R. L. MACKENZIE WALLIS, M.A., M.D., 
CHEMICAL PATHOLOGIST, ST. BARTHOLOMEW’S HOSPITAL. 

THE presence of a ferment capable of digesting starch 
solutions when added to urine has been known for a ve 
long time. The subject received new interest when, in 
1909, Wohlgemuth published his method of estimating the 
amount of diastase in the urine. He showed that in pan- 
creatic disease the diastase content ef the urine was 
markedly increased. Since these observations were re- 
corded a number of workers have all obtained confirmatory: 
evidence, but the best and most complete work is un- 
doubtedly that of Corbett in this country. He showed 
that there is normally a certain amount of diastase in 
the blood, and that the same quantity is excreted by. 
the kidneys. If there is an increase of diastase in the. 
blood then there is a corresponding increase in the 
amount of diastase in the urine, provided that the kidneys 
are functionally unimpaired. The slightest damage to the 
renal epithelium leads either to a great diminution of - 
diastase in the urine, or an increase depending upon the 
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permeability of the kidney. Geyelin came to similar 
conclusions as regards the influence of the kidneys in the 
removal of diastase from the blood. Wohlgemuth and 
Noguchi found an increase of diastase in both blood and 
urine where injury to the pancreas had occurred. The 
results of Corbett are also striking, and there seems to be 
no doubt that a high diastase value of the urine is in favour 
of pancreatic disease, whereas a normal or low value points 
to a normal pancreas. Some writers, however, have 
suggested that these high values are only obtaived in the 
acute stages of the disease. These observations repre- 
sented the general trend of opinion when I first com- 


‘ menced my work upon the subject. The analysis of my 


results will be given later, and compared with the various 
other tests that have been applied. In carrying out the 
estimations I have followed the technique devised by 
Wohlgemuth in certain particulars. 


Technique. 

A twenty-four hours hourly collection of the urine is made 
into clean stoppered glass bottles, and the estimation is carried 
out as rapidly as possible after the full ammount has been col- 
lected. The urine should be as free as possible from contamina- 
tion and where a twenty-four hourly specimen: is unobtainable 
I generally advise a six-hourly collection or better still a twelve- 
hourly c:llection. Apart from the fact that there may be a 
slight rise in the diastase content of the urine preceding a meal 
followed by a fall immediately afterwards and lasting for from 
three to four hours, the rise is so slight that it is almost neg- 
ligible except when attempting to obtain normal standards of 
diastase excretion. For practical purposes it does not matter 
whether a fresh specimen, or a twenty-four hours hourly sample 
of urine is used. To preserve the urine when facilities for 
carrying out the test are not immediately available toluol is 
added.. ‘his will not affect the diastase, aud in fact specimens 
may be kept for months or even years without showing any 
alteration in their diastase content. All other forms of pre- 
servative must be avoided since I have found that in most cases 
they lead to immediate destruction of the ferment. 

For the actual test only 2 to 3 c.cm. of urine are required. 
The apparatus and chemical reagents required are: 


1. Ten clean dry test tubes made of good glass of equal bore, and of 
uniform thickness. 

2. Standard 10 c.cm. burettes, Ostwald pipettes of 1c.cm. and 2¢.cm. 
capacity, and l1c.cm. pipettes graduated in one-hundreiths of a degree. 

3. Pure distilled water. 

4. A carefully prepared solution of starch made by dissolving 
2 grams of pure soluble starch in 100 c.cm. of pure 10 per cent. sodium 
chloride. This acts as a stock solution, and the standard starch solu- 
tion is made up fresh as required; 5c.cm. of this stock solution are 
Placed in a 100c.cm. measuring flask, and diluted up to the mark with 
pure distilled water. This solution now contains 0.1 gram per cent. 
of soluble starch in a 05 per cent. solution of sodium chloride, and is 
the solution used in all the diastase estimations recorded in this 
paper. 

5. A 1/50 normal solution of iodine. This has to be made up fresh 
@s required, since it does not keep well, particularly in the summer 
months. The iodine solution is stored in the dark in 1/10 normal 
strength, and from this a fresh 1/50 normal solution is made by 
diluting 2c.cm. of the iodine solution up to 10c.cm. with distilled 
water. A specially prepared dropping pipette is always used with 
this solution to ensure that the same number of drops of dilute iodine 
are added to each tube when carrying out the estimation. 

6. A reliable water bath, which is maintained at a temperature of 

C. by means of a thermo-regulator. 
hey wire cage to hold the test tubes in place when immersed in the 


The tests are carried out as follows: 

The ten test tubes are placed in a stand and numbered in 
gequence; 1 c.cm. of the urine to be tested is added to tube 
No.1 by mcans of a pi, eite, and 0.5c.cm. to tube Ne. 2, and so on, 
according to the table below. Each tube is then made up toa 
volume of 1 c.cm. with distilled water. We have now a series 
of ten test tubes containing various decreasing quantities of - 
urine but each of equal volume—namely, 1 c.cm. It has been 
found that by careful manipulation and using a good pipette 


‘this method of dilution gives rise to only a slight error, at least 


insufficient to affect the estimation. 
We have now the following’series of dilutions: 


(1) 1le.em. urine. 

(2) 0.5c.cm. urine, 

@)  0.2¢.cm. urine. 
0.1c.cm., urine = 1 c.cm. urine diluted with 9 c.cm. water. 


(5) 008c.cm. urine = 0.8 c.cm. urine diluted with 9 c.cm. water. 
(6) 0.06 c.cm. urine = 0.6 
(7) 0.04c.cm. urine = 0.4 


(8) 0.02¢c.cm. urine = 0.2 
(9) 0.01 ¢.cm. urine = 1 c.cm. of 1 in 10 diluted with 9 c.cm. 


water. \ 
(10) 0.008 c.cm. urine = 0.8 0 of lin 10 diluted with 9 c.cm. 
water. 

All these tubes are now inserted into the wire cage and 
placed in the water bath for fifteen to thirty minutes. This 
serves to bring the temperature of the mixtures up to the 
required level, and, further, activates the ferment present in 
the urine. The diluted starch solution ina burette is now run 
into each tube, exactly 2c.cm. being used, and after mixin 
the tube is replaced in the wire cage. The wire cage is plac 
in the water bath and allowed to remain there for half an hour, 
after which time the cage is withdrawn, and placed under 
running water tocool the tubes to arrest any further ferment 


‘action. The ten tubes are replaced in the test tube stand in 


their original order. By means of the fine dropping pipette 
two drops of the freshly prepared iodine solution are added to 
each tube and the mixture shaken. : 

If the urine is normal tubes 1, 2, and 3 will show a golden 
yellow colour, indicating that the 2 c.cm. of starch solution 
added has been completely digested by the diastase present in the 
urine, whilst tube 4 will have a reddish colour with no tinge of 
blue, tube 5 a violet tinge, and all the remaining tubes will be 
deep blue. In such a series tube 4 will give the reading re- 
quired, since it is the tube where the starch has been digested 
as far as the dextrin stage. This red-coloured tube is taken as 
the limit tube when the above dilutions are used. After con- 
siderable experience with this method I prefer to adopt this 
reading rather than the somewhat indefinite mauve limit in 
Corbett’s modification. 

The calculation of the amount of diastase in the urine is now 
a simple matter, the results being expressed in terms of units 
of diastase. Thus tube 4 gives a red coloration, and shows 
that 0.1c.cm. of the urine has digested 2c.cm. of a 0.1 per cent. 
solution of starch in half an hour at a temperature of 39°C, 
Therefore 1c.cm. of urine will digest ; 

0.1:2¢c.cm. starch :: le.cm.: 2. 
This gives a diastase content of 20 units, or, in other words, 
lc.cm. of the urine is capable of digesting 20 c.cm. of an 0.1 
per cent. solution of starch in half an hour, or expressed 
numerally ; 
| a = ord = 2 units. 

In dealing with urines from cases of pancreatic disease 
and the toxaemias of pregnancy, the above method pos- 
sesses many advantages since the ten tubes give a wide 
range, and the differences are generally so large that 
minor errors of dilution, changes in volume of the urine, 
saline constituents, reaction, and presence of abnormal 
‘constituents have very little influence on the result. Thus 
we see how important it is to adopt a technique with 
freedom from amy external sources of error, and any 
attempt to depart from this procedure either on the lines 
of simplification or amplification invariably meets with 
failure. After an extensive trial with this test on many 
hundreds of specimens of urine, it has been possible to fix 
a standard for normal healthy individuals. The normal 
average value has been found to be 16 units—the maximum 
being 33.3 and the minimum 10 units—a sufficiently limited 
range from which to determine whether a given urine is 
normal or abnormal. The present paper deals with the 
use of this method for the diagnosis of the toxaemias of 
pregnancy, where we expect to find an increase of diastase 
of such a degree that any sources of fallacy are promptly 
ruled out. All possible fallacies have been considered, 
and since these apply more especially to the diagnosis 
of renal insufficiency they will not be given here. The 
results of these investigations have been already pub- 
lished in papers by the writer dealing with acute nephritis 
as met with in France during the war. 

The scheme of procedure adopted in the maternity 
department of St. Bartholomew’s Hospital is as follows: 
All cases where albumin has been detected in the urine 
are investigated on these lines, but where there is great 
urgency an analysis of the blood and urine is made. 


1. A catheter specimen of urine is examined for albumin, 
casts, and the diastase content. 

2. Blood analysis for non-protein nitrogen, urea, sugar, etc. 

3. Cerebro-spinal fluid for urea, etc. 

4. Urea concentration test according to MacLean. 

5. Complete urinary analysis on a standard diet. 


Normal Pregnancy. 

The results of such examinations have shown that in 
normal pregnancy albumin and casts are absent, and the 
diastase content lies within the normal limits, 10 to 33.3 
units. The blood analysis shows a normal value for urea— 
namely, 0.U2 to 0.05 gram per cent. The blood sugar is 
also normal, but in cases of glycosuria in pregnancy this 
is slightly raised. The urea concentration test shows the 
usual values of 2 per cent. of urea or more. A complete 
analysis of the urine does not yield any data of value 
except for purposes of comparison. ‘lhe chief point 
elicited is the fact that the normal pregnant woman is in 
a state of unstable equilibrium as regards carbohydrate 
metabolism, and the least disturbance evokes the pro- 
duction of acetone bodies, and their appearance in the 
urine as such. 


Toxaemias of Pregnancy. 
In the toxaemias of pregnancy the chief feature noted 
is the very high diastase content of the urine. Apart 


‘from diseases of the pancreas this is the only condition 


where such high values have been found for diastase in 
the-urine. All attempts to incriminate the pancreas have 
so far failed, and of my “tripod”’ of tests for pancreatic 


insufficiency, only the diastase test has yielded positive 
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DIAGNOSIS OF SPINAL MENINGEAL. TUMOUR. 


evidence. 
) 7 f these cases, the urea and sugar content 
Tn contrast to the true toxaemias of preg- 
nancy, it is of interest to note that in the much more 
common neurotic vomiting of pregnancy the urine shows 
a normal diastase content. The vomiting of course leads 
to the immediate production and elimination of acetone 


i ith it a high ammonia coefficient. The 
{ten very much higher than in 


i cient is 0 
toxaemia, and in consequence does not 
give results of any value either for diagnosis or prognosis. 
The blood analysis in such — shows normal values, the 

ing subnormal. 
differences are to be found in the 
cases with nephritis in pregnancy, and here the value of 
the investigations is emphasized. Many of these patients 
are suffering from chronic parenchymatous nephritis 
ranging from a mild to a more severe form. The urine 
shows albumin with very little globulin, casts are 
generally present, and the diastase content is usually 
below the normal 10 units. The blood analysis is also 
of value as the urea content is generally on the high 
side of normal and in the more severe cases markedly 
raised. A urea content of over 0.1 gram per cent. 
should be regarded as unfavourable and such cases 


are liable to develop uraemia with a fatal termination. . 


The urea concentration test is of value in the mild 
cases as giving one a ready means of assessing the 
degree: of mechanical damage to the kidneys. It is 
never tried unless a blood urea estimation has been 
made previously in view of the danger of increasing the 


There is no abnormality to be found in the excess of urea already present in the blood and body fluids 


generally. In ordinary cases of nephritis in pregnancy 
the urea concentration test has yielded results of value 
and the results are comparable with’the general clinical 


| condition of the patient. 


_ The above conclusions are based upon a fairly complete 

examination of twelve undoubted cases of toxaemia of 
pregnancy, and fifteen cases of nephritis in pregnancy. A 
large number of cases of normal pregnancy and pregnancy 
with complications have been similarly investigated. The 
scheme outlined above has been followed in many of these 
cases, and the results speak for themselves. The mortality 
from toxaemias of pregnancy and nephritis in pregnancy 
has fallen to nil during the past eighteen months. The 
observations have taught us that all fits are not eclamptic 
fits, but may be uraemic, and that the treatment is 
different in the two conditions. The treatment of true 
toxaemic vomiting and pre-eclamptic albuminuria of 
pregnancy along the lines of neutralizing the toxin or 
toxins circulating in the blood is at present being pursued. 
I hope that in the future the early signs and symptoms of 
toxaemia may be recognized and the distressing sequelae 
prevented. In the diastase test we have apparentl¥ a 
simple and ready means of attaining this end. I wish to 
express my indebtedness to Drs. Williamson, Barris, and 
Donaldson, of the maternity department of St. Bartholo- 
mew’s. Hospital, from whom I have received every 
assistance and encouragement. The actual laboratory 
work has been done in the pathological department of the 
hospital under the. guidance and with the whole-hearted 
support of the Director, Sir Frederick Andrewes. 


THE DIAGNOSIS OF SPINAL MENINGEAL 
TUMOUR AND ITS PRACTICAL 
IMPORTANCE. 


BY 


R. T. WILLIAMSON, M.D., F.R.C.P., 


_ CONSULTING PHYSICIAN TO THE ROYAL INFIRMARY, MANCHESTER. 
——* 


Tue diagnosis, especially the early diagnosis, of spinal 
meningeal tumour is important practically, because by 
early operation partial or almost complete recovery may 
sometimes be obtained. } 

By operative treatment in cerebral tumour permanently 
satisfactory results are obtained only in a very small 
percentage of cases. In spinal meningeal tumours the 
permanent results of operation are very much more 
frequently satisfactory, and a considerable number of 
recoveries have now been recorded. Cases of spinal 
meningeal tumour are rare, and are usually seen, at the 
early period, by general practitioners. This is the period 
for successful treatment, and if the practitioner or physician 
fails to remember the possibility of the symptoms being 
dne to a spinal meningeal tumour the case may be lost. 
An operation performed after a long period may be too 
late, and though the tumour may be satisfactorily removed 
the paralysis may remain. Unfortunately many chrenic 
spinal diseases cannot be arrested by treatment, but in the 
few that can, early diagnosis is most important. The 
diagnosis of spinal meningeal tumour is often difficult, and 
can only be definite after careful neurological examina- 
tion, and a consideration of the various other spinal affec- 
tions which might produce somewhat similar symptoms. 

In this article the term “tumour” will be used-in the 
clinical sense, and under it will be included meningeal new 
growths (tumours pathologically), hydatid cysts, gummata, 
and localized meningeal tuberculous masses. Frequently 
the exact pathological nature of a spinal “ tumour ”’ cannot 
be decided clinically ; the symptoms may be the same in 
all of these affections, and an operation may be desirable 
in all forms.. 


CHaracTeR OF TuMoUR AND PROGNOSIS AFTER 
OPERATION. 

Sir William Gowers suggested the removal of spinal 
Meningeal tumours in 1886, and considered the operation 
would be less dangerous than the removal of a brain 
tumour.' Soon afterwards he advised the operation in 
a case which he diagnosed as spinal meningeal tumour. 
The operation was performed by Sir Victor Horsley. The 
result was permanent and complete recovery.? Sir 
William Macewen also reported successful cases of 
removal of “connective tissue tumour” in the same year. 

Since that date many cases have been operated upon, 


often too late, but sometimes successfully. I have 
collected from medical literature eighty-six cases in which 
the operation may be considered very successful, since it 
was followed by recovery from the spina] symptoms to 
a great extent or almost completely.* In this list were 
included only cases in which practically complete recovery, 
or very marked improvement,-had occurred and been main- 
tained for a long period, so that. the patient could walk 
again. A much larger list could have been collected if less 
successful cases had been included. . ; 

The- percentage of permanently successful cases is no 
doubt small and cannot be estimated from the. recorded 
cases in medical literature, since unsuccessful cases are 
not recorded. Success depends on early diagnosis. and 
early operation, and also on the surgeon’s special skill 
in spinal -operations. No physician or surgeon meets with 
a large number of cases of spinal meningeal tumour, and 
few have published the results of a series of very many 
consecutive cases. ~ 

In all cases of spinal meningeal tumonr, if specific treat- 
ment has failed and the diagnosis is definite and the level 
of the. lesion can be localized, operation is justified, unless 
special contraindications are noted. The 86 successful 
cases which I have been able to collect would all haye 
ended fatally, or remained ponents paralysed, if they 
had not been operated upon. This list is sufficient to 
demonstrate conclusively the value of operation for spinal. 
meningeal tumour. 

It may be asked, Why operate when the tumour, if 
found, will probably be malignant, and if removed will 
probably soon recur? But‘this is not correct. Unfortun- 
ately, many of the tumours are malignant, but a greater 
proportion are non-malignant if we use the term “tumour ” 
in the clinical sense, and include under it cysts, gummata, 
etc., which produce the same symptoms clinically, and 
very often cannot be diagnosed from tumours in the strict 
pathological sense until removed. . 

Stati€@cs furnish a definite answer to these objections. 

1. In 100 cases of spinal meningeal tumour (new 
growths) which I have collected from medical literature 
the character of the tumour was as follows: 


Spinal Meningeal Growths. 


Malignant 52 per cent.— Non-malignant 48 por cent.— 
Fibro-sarcoma ... Myxoma 1S 
Fibro-myxo-saréoma ... 1 Fibro-myxoma an 
Myxosarcoma ... Psammoma oe 
Psammo-sarcoma 1 Lipema ws 

Endothelioma ... 5 


* Brief notes and references for each case are given in my book on 
Diseases of the Spinal Cord (second impression), London, i911, and in 
ray abstracts in the Medical Chronicle, 1911. References to cases 

1911 may be found in the Review of Newrology({Edinburgh) and in 
Journal of Nervous and Mental Diseases. 
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If we include fibro-sarcoma amongst malignant tumours, 
we have 52 per cent. malignant and 48 per cent. non- 
malignant growths. Further, the growth is usually soli- 
tary, and very often it can be easily enucleated or removed 
if non-malignant. The tumour usually grows slowly. In 
the malignant cases metastatic growths in other organs 
very seldom occur. Spinal meningeal tumour is very 
rarely associated with growths in other parts of the body. 

2. As already mentioned the symptoms caused by 
“tumour” in the clinical sense are often practically the 
same as those of tumour in the strict pathological sense. 
“Tumour” in the clinical sense includes cysts, gummata, 
and tuberculous masses, and in such cases the prospects 
of successful operation are much greater. In 100 cases of 
operations, unsuccessful and successful, which I have 
collected from medical literature, the character of the 
“tumour” found at the operation, using the term in the 
clinical sense, was as follows: 


Character of ‘‘ Tumour?’ in Cases Operated On. 


Malignant 55— Non-malignant 45— 
Fibro-sarcoma ... Fibro-angioma ... | 
Fibro-myxo-sarcoma ... 1 Myxoma ... eve 
Myxo-sarcoma ... | Fibro-myxoma ... 
_  Psammo-sarcoma Psammoma oo 
Endothelioma .. .. ll Angio-lipoma .. .. 
Lymph-angioma... 
Hydatid cyst ... 


Thus in the cases operated upon the “tumour ” found 
was most frequently sarcoma, hydatid cyst, fibro-sarcoma, 
fibroma, endothelioma, psammoma.. 

In addition to the lesions just indicated in this table 
non-parasitic cyst, serous meningitis, and localized tuber- 
culous masses have been occasionally found, and successful 
results have followed the operation. 

3. The records of cases published in medical literature 
show that successful results, permanently or for a long 
period, have been obtained, not only in non-malignant 
tumours, but also in many cases commonly regarded as 
malignant. 

In 75 cases in which the operation was successful and 
followed by recovery from symptoms almost completely 
or to a marked extent, so that the patient could walk 
again, the character of the “ tumour ” was as follows: 


Character of ‘‘ Tumour” in Successful Cases. 


Malignant 39— Non-malignant 36— 
Fibro-sarcoma ... Fibroma ... 
~ Fibro-angioma .. .. 1 
Fibro-myxo-sarcoma 2 Myxoma ... 
Myxo-sarcoma .. ew. 1 Fibro-myxoma .. .. 2 
Glio-sarcoma .. I Lymphangioma 
Endothelioma .. «. 10 Angio-lipoma .. .. 1 

Hydatid cyst ... 
Cyst(not parasitic) .. 2 


Thus we see that successful results were obtained not 
only in non-malignant cases, but also in many cases of 
fibro-sarcoma and sarcoma. 

Exploratory operation is sometimes justified even in 
cases in which root symptoms are absent, or in which the 
symptoms are not quite typical of meningeal tumour. In 
such cases a growth has occasionally been found and 
removed with successful results.* 


Karty D1aenosis. 

The facts just put forward are sufficient to justify the 
operation for meningeal tumour and to demonstrate its 
value. This being allowed, the great importance of early 
diagnosis is evident. 

Symptoms. 

Attention may be drawn to several features in the 
symptomatology. Briefly stated, the symptoms of a spinal 
meningeal tumour are usually (1) root symptoms (pains), 
often unilateral at first, later bilateral; followed after 
weeks or months by (2) symptoms of compression of the 
spinal cord, which may be unilateral at first (Brown- 
Séquard’s paralysis), but are usually very soon bilateral 
(paraparesis and paraplegia). 

The..root symptoms are chiefly pains in the sensory 
distribution of one or two, or a few, spinal nerve roots; 


° Occasionally at exploration the growth is found to be within the 
1 cord. When this is the case the operation recommended by 
Elsberg may sometimes be carried out—the extrusion method—in two 


sensation in the same area as the pain. This pain may be 
a girdle pain, or pain in one limb, according to the seat of 
the lesion, and may be followed by localized anaesthesia, or 
by paresis or paralysis of muscles in one limb, or by both, 
The pain may be very severe, and may continue for weeks 
or many months before paresis is noted. The symptoms 


slowly, the legs becoming weaker day by day until they 
are completely paralysed at the end of some weeks or 
months; in other cases (after the root pains have been 
severe for weeks or months) complete paralysis may 


A point of much interest is the condition of the reflexes. 
At the early stage of paresis or paralysis (from compression 
of the spinal cord by a meningeal tumour) for a time the 
chief reflexes may be normal. I am inclined to think they 
remain normal for a longer time after paralysis has de- 
veloped than in other spinal diseases. ‘Thus I have found 
the legs partially and then completely paralysed, and yet 
for a short period the knee-jerks normal, and no ankle 
clonus, and no Babinski reflex to be detected. At this 
stage sensation may be normal, but later the vibrating 
sensation* may be lost, though other forms of sensation 


obtained and afterwards ankle clonus. Syntptoms of 


Anaesthesia to touch, pain and temperature develops, and, 
early or late, the bladder becomes paralysed, and a sacral 
bedsore may finally develop. 

The root symptoms do not extend upwards, and the 
paralysis, though it increases in intensity (sometimes very 
slowly, sometimes rapidly), does not extend upwards, or 
extends upwards only slightly. The symptoms are those 
of a lesion localized to one or two or a few segments of the 
cord. They indicate, as the disease advances, increase of 
the “cross section” intensity of the lesion, without ex- 
tension upwards in the jong axis of the cord. We some- 
times find pain on percussion of a vertebral spine, and the 
patient may suffer pain in the back a little below the level 
of the growth. 

This course of development, root symptoms followed by 
symptoms of transverse lesion of the cord, is not noted in 


growth compresses the cord between spinal roots where 
the interval between adjacent roots is greatest, as in the 
dorsal region. But in such cases the mode of advance of 
the paraplegia is important; the paralysis increases in 
“cross section” intensity, but does not extend upwards, 
or does so only to a very slight extent. 


DIFFERENTIAL DIAGNosIs. 

In general practice spinal meningeal tumour is often 
wrongly diagnosed because the disease is rare and is for- 
gotten in considering the differential diagnosis. This is 
especially the case at the early period, when the chief or 
only symptoms are “ root pains.” 

We may consider the differential diagnosis in three 
groups of cases: 


I. When “ root pains” are noted and paralysis has 
not yet developed. 
II. When paraplegia has developed and has followed 
definite root pains. 
III. When paraplegia has developed, but root pains 
have been indefinite or absent. 


I. Diagnosis before Paraplegia has Developed, when 
Root Pains are the Chief Symptoms. 

At this early stage the diagnosis is most difficult, and 
usually only a probable diagnosis can then be given. The 
early diagnosis had been stone in the kidney, gall stones, 
flatulence, and intestinal colic in cases I have seen. In 
other cases at first intercostal neuralgia has been diagnosed. 
The following are instances of such cases: 


CASE I.—Root Symptoms similar to Intercostal Neuralgia, followed 
after Three Months by Gradually Developing Paraplegia. 


along the course of the intercostal nerves, from the fourth 
to the sixth, on the left side; more recently on the right side 


* Tested by a large vibrating tuning-fork, the foot of which is 


on the malleolus or on the inner subcutaneous surface of the 


which may be followed in course of time by diminished 


of compression of the spinal cord in some cases develop’ 


develop rapidly in the course of a few days. 5 


are felt normally. Later the Babinski reflex may be. 


spastic paraplegia develop; or in other cases the knee- 
jerks and all reflexes are lost and the legs are flaccid. 


all cases. Root pains may occasionally be absent, if the 


- A man, aged 60, had suffered for three months from pain - 


Pr. 
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ithout any signs of paresis. But for 
him increacing weakness in 
the legs had been noted. On examination: Slight weakness in 
movements of legs, knee-jerks slightly increased; no ankle 
clonus; no Babinski re sensation greatly 
imini 1 legs. 
of both legs; Babinski reflex both 
sides; ankle clonus on right side. Abdominal and epigastric 
reflexes lost; vibrating sensation lost, right leg, below the — 
Five days later: Ankle clonus and Babins i reflex on bo 
sides. Vibrating sensetion lost on both legs; cutaneous sensa- 
tion very slightly diminished below level of nipples. ree 
I was unable to see the patient after this date, but ear 
that he died five months later, complete paralysis of the legs 
and of the bladder and rectum, and a large bedsore having 


developed. 


—Continued Pain at the Upper Part of Abdomen (at first 
ag ?' Flatulence and ? Colic): Paraplegia developed 
after Seven Months. 
. Continuous pain around upper part ofa 
Png umbilicus and xiphoid cartilage, for four 
months. Troublesome flatulent dyspepsia and constipation ; 
the pain, however, was very severe and of girdle character. 
The possibility of the girdle pains of spinal meningeal tumour 
was carefully considered at first, but no other signs of affection 
of nervous system, and no impaired sensation in distribution of 
lower dorsal nerve roots could then be detected. The pain 
continued and three months later (about seven months from 
the commencement of pain) retention of urine developed 
suddenly and was associated with paresis of legs. At this stage 
the reflexes were normal, but the vibrating sensation was lost in 
the legs (previously it had been normal). A few days later the 
Babinski reflex was obtained on each side and the paresis in- 
creased to total paraplegia. Anaesthesia to all forms of sensa- 
tion developed and affected the legs and lower part of the 
abdomen up to the level of the umbilicus. Ankle clonus de- 
veloped. A bedsore commenced over the sacrum and extended 
rapidly. Death occurred in a few weeks. 

Cases 1 and m are examples of the characteristic 
symptoms of the disease—root pains of long duration, 
followed in the first case by gradually developing para- 
plegia, in the second by paraplegia of rapid onset. 

Occasionally we may be able to give a “probable ” 
diagnosis of spinal meningeal tumour at the very early 
stage from the nerve root symptoms, before paresis or 
paraplegia has developed. This may be possible when the 
root pains are bilateral and are in the sensory distribu- 
tion of only a few spinal roots, and are associated with 
diminished cutaneous sensibility exactly limited to the 
distribution of these sensory nerve roots. (Tabes should 
of course be excluded.) In such a case exploratory opera- 
tion may be occasionally justified and may verify the 
diagnosis thought probable. 

The following is an example of such a case: 


CASE 111. —Meningeal Tumour (Sarcoma): Diagnosed and Removed 
before Paraplegia Developed.* 

A man consulted me in the crowded out-patient room on 
account of “pain in the stomach.’ Fortunately, he was not 
dismissed as a case of dyspepsia or intestinal colic. The 
common causes of abdominal pain could, on examination, be 
excluded, and on careful inquiry the pain was found to be a 
girdle pain below the umbilicus and just above each groin. The 
pain was of three months’ duration. He was able to walk quite 
well; no paresis could be detected and the reflexes were normal 
except that a Babinski plantar reflex was detected on each side. 

A few days later diminished cutaneous sensation was detected 
on the lower part of the abdomen and upper part of the front of 
the thighs—roughly in the area supplied by the twelfth dorsal 
and first and second lumbar nerve roots. Over this area touch 
with cotton-wool could not be detected. Over the same area 
sensation for warmth and for pain was lost. In addition, sensa- 
tion for pain and for cold was lost over the left leg. The 
bladder and rectum were not affected. Lm 

I concluded that the symptoms were probably due to a spinal 
meningeal growth, which was compressing the twelfth dorsal 
and first and second lumbar nerve roots and causing the pain 
and diminished cutaneous sensation in the distribution of these 
roots, but that the growth had only slightly compressed the 
spinal cord. An exploratory operation was performed by 
Professor Sir W: Thorburn, who found a spinal meningeal 
growth much more extensive than was indicated by the 
symptoms. This was removed partially, but it was so extensive 
that the whole of it could not be removed. On microscopic 
examination [ found it was a sarcoma. 

’ Later, unfortunately, paraplegia developed. 


In this case the “probable” diagnosis proved to be 
correct, and had the growth been less extensive and non- 
malignant satisfactory result might have followed. _ 

If the root pains are in the arm, cervical rib, primary 
brachial neuritis, intrathoracic aneurysm, or growth have 
to be considered in the differential diagnosis. 


* Reported in detail in the Clinical Journal, 1919, No. 12. 


X-ray examination for signs of cervical rib, aneurysm, or 
intrathoracic growth may be helpful. From “primary” 
brachial neuritis the diagnosis at first may be almost 
impossible, but later this disease can be excluded. In 
“primary” brachial neuritis the pain is diffuse, and not 
associated with paralysis, wasting of muscles of the arm, 
anaesthesia, or changes in the reflexes. The diagnosis of 


“ primary brachial neuritis ” can, however, only be regarded _ 


as definite when recovery has occurred. If the root sym- 
ptoms should at first have the characters of brachial 
neuritis, the longer they continue the more probable is the 


diagnosis of early meningeal tumour. In cases of pain due 


to a cervical rib, the localization of pain and diminished 
sensation in the distribution of the first dorsal nerve 
root, wasting of the small muscles of the hand, and z ray 
examination are often diagnostic. 

The following are notes of a case at first regarded as 
possibly “ primary ” brachial neuritis: 


CasE Iv.—Gumma of Cervical Dura Mater. 

J. K., aged 38, consulted me on account of pain in the left 
arm of three months’ duration. The pain was dull and aching 
in character, and often very severe. It was diffuse (all over the 
arm, and not localized to the sensory distribution of any nerve 
root). There was no wasting or paresis of muscles, no changes 
in reflexes, no signs of affection of the spinal cord. Syphilis 
was denied, but later ® Wassermann ‘blood reaction was 
obtained, and antisyphilitic treatment given. After many 
months in hospital he returned home, no signs of spinal cord 
affection and no paresis of arm muscles having been observed. 
Though the question of early meningeal spinal tumour was often 
considered no definite indications were detected. After being 
at home for a few months the left arm became rapidly paralysed, 
and then the left leg, and afterwards the right arm and leg: 
both —— and both arms becoming paralysed in less than 
a week. 

On examination then the condition was as follows: Complete 
paralysis of both legs; paralysis of all the muscles of both 
arms except the deltoid, biceps, and supinator longus; paralysis 
of intercostals and of the bladder causing retention of urine; 
breathing entirely diaphragmatic. Anaesthesia to touch, pain, 
and temperature on the legs, abdomen, and thorax (up to the 
second rib) and on the inner side of both arms and hands and of 
both little fingers; impaired sensation over all the rest of left 
hand except thumb. Owing to the risk of death from complete 
respiratory paralysis if the changes in the cord spread upwards 
even to a very slight extent, operation was considered advisable. 
This was performed by Professor Sir William Thorburn. A 
**tumour’’ was found originating from the dura mater in the 
lower cervical region. This was removed. On microscopic 
examination it was found to be a gumma. 

Rapid improvement followed. The paralysis of the bladder 
and intercostals and of the right arm and the anaesthesia soon 
disappeared. But the legs remained paralysed and gradually 
became spastic. The knee-jerks became increased; Babinski 
reflex and ankle clonus developed on both sides. In course of 
time he was able to perform feeble movements with the iegs, but 
was unable to stand. The small muscles of the left hand 
gradually became wasted and remained paralysed, but the other 
muscles of the left arm gradually recovered. He finally left the 
pre pe with spastic rom of both legs and atrophic paresis 
of the muscles of the left hand. 


From sciatica the diagnosis may occasionally be almost 
impossible at first, but in spinal meningeal tumour (in such 
cases usually in the region of the cauda equina) the sciatica 
soon becomes bilateral and other nerves beside the sciatic 
nerve become affected later: bilateral anaesthesia and 
paresis in the distribution of the sacral and lower lumbar 
nerves, and paralysis of the bladder develop. 


II. Diagnosis when Paraplegia has Developed after 
Definite Root Symptoms. 

In these cases the differential diagnosis from other 
spinal affections causing paraplegia has to be considered. 
Only the main points can be mentioned here. 

From spinal syphilitic affections the diagnosis is often 
difficult, as the symptoms in the different forms of spinal 
syphilis vary much. A history of previous syphilis, a 


Wassermann blood reaction, improvement under anti- © 


syphilitic treatment, definite syphilitic lesions in other 
systems besides the nervous system, would all be in favour 
of a spinal lesion being syphilitic, but would not be con- 
clusive. Certain peculiarities of the spinal symptoms in 
the various forms of spinal syphilis, in addition to the 
indications just named, would, however, increase the 
probability of these affections, and be helpful in the 
diagnosis. In acute syphilitic “ myelitis” root symptoms 
are absent or slight, and the onset of the paraplegia is rapid. 
In syphilitic meningo-myelitis and in meningeal gumma 


the root pains (especially in the former) are over a wider 


| 
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area and not limited to one or two spinal segments. Also 


we-aftex find signs of other and more diffuse changes, or . 


of several spinal lesions, and often the development of 
symptoms ce not so steadily progressive; periods of sudden 
increase or diminution of the symptoms often occur. In 


rave cases the symptoms of gumma are practically the 


same as those of meningeal tumour, and if such cases have 
resisted antisyphilitic treatment, or if urgent symptoms 
have developed, as in Case 1v, operation is justified. - 

In spinal pachymeningitis the pain is usually bilateral 
from the first, and has a much greater vertical extent than 


in meningeal tumour. A long duration and considerable 


improvement are in favour of pachymeningitis. 

Localized serous spinal meningitis has frequently been 
méstaken for spinal meningeal tumour, but the former 
affection has little tendency to advance; great fluctuations 
occur in the symptoms, which also indicate a considerable 
vertical extent of the affection. 

From myelitis the diagnosis is usually easy. If marked 
root pains limited to a few spinal segments occur for a 
considerable time before the paralysis, this is in favour of 
meningeal tumour. In myelitis such symptoms do not 
qccur, or they are slight and are only noted for a very 
chort time before the onset of tlhe paralysis. In meningeal 
tumour, after the root symptoms have been noted for a 
considerable time, the paralysis may develop either slowly 
or rapidly. In myelitis the paralysis usually develops 
rapidly. Symptoms indicating extension of the lesion in 
the vertical direction would be in favour of myelitis. 

In spinal caries the root pains are not so severe, and are 
of shorter duration; the root pains and paralysis are 
nearly always bilateral from the first, or become so ex- 
ceedingly rapidly. Hence root pains, which are very 
severe, and are unilateral for a long period, are in favour 
of meningeal tumour. Pain or tenderness extending over 
a number of vertebrae would be in favour of meningeal 
tumour rather than caries. Often pain is caused or 
increased by pressing on the head or shoulders, or by 


spinal movement, in caries, but not in meningeal tumour . 


as a rule, and when increased by movement in the latter 
disease the increase is slight. One or more prominent 
vertebral spines are often detected in caries (and generally 
so in cervical caries), or the z-ray examination shows 
signs of caries. Rigidity of the back and localized spinal 
hyperaesthesia to a sponge soaked in hot water, signs of 
tuberculous disease in other parts, psoas abscess, or 
abscess near the spine, evening elevation of temperature, 
and general wasting, would all be points in favour of 
caries. 

The diagnosis from tumour in the vertebrae may be very 
difficult. Localized tumour or deformity in the spine, if 
caries can be excluded, pain increased by movement, and 
limitation in movement, would be in favour of vertebral 
growth. In this disease pain on movement is greater than 
in‘meningeal tumour. Also localized tenderness on pressure 
or percussion at the seat of the growth can almost always 
be detected; in meningeal growth it is often entirely 
absent. Usually in vertebral tumour the patient suffers 
from pain in the spine, as well as in the distribution of 
the nerve roots affected. X-ray examination may show 
indications of a growth connected with the vertebrae, or 
tumour growth may be found in the back or in other parts 
of the body. 

Vertebral tumours are mostly malignant and metastatic, 
whilst in malignant diseases in other parts of the body 
secondary metastatic growths seldom occur in the spinal 
cord or meninges. 

The symptoms of tumour within the spinal cord (intra- 
medullary) are those of a transverse spinal lesion of 
gradual onset, and root symptoms are usually absent or 
slight. Loss of sensation for pain and temperature, whilst 
tactile sensation is preserved, would be in favour of tumour 
within the spinal cord. The differential diagnosis is often 
very difficult, but, as Oppenheim points out, we should 
remember that tumours developing within the vertebral 
canal atise chiefly from the meninges, and this is espe- 
cially the case with the slowly developing non-malignant 
growths. 

in tne diagnosis of meningeal tumour from syringo- 


spelen: glioma, or gliosis, within the cord substance the. 
foll 


owing points are also of service: Root symptoms 
(pain, etc.) are usually absent in gliosis: vasomotor and 
trophic symptoms in the skin, bones, and joints are in 


favour of gliosis. In gliosis, as the changes advance, the 
symptoms indicate an extension of the disease chiefly in 
the vertical direction; in extra-medullary tumour chiefi 
in the transverse direction. If the symptoms are for g 
very long period those of Brown-Séquard’s paralysis, or if 
the symptoms increase exceedingly slowly, or remain for 
a very long period stationary, these would be points in 
favour of gliosis. 

The diagnosis between meningeal tumonr affecting the 
cauda equina and tumour within the cord, at the conug 
terminalis, is very difficult; but severe pain, pain pre. 
ceding other symptoms, and asymmetrical anaesthesia 
later, are points in favour of the former disease.’ 


III. Diagnosis when Root Symptoms have been Indefinite 
or Absent. 

As already stated, Schultze and others have shown that 
pain is sometimes absent or slight in meningeal tumour, 
When, however, the symptoms indicate that the lesion of 
the spinal cord is progressive and transverse; that it ig 
steadily increasing in “cross section” intensity, but that 
the upper limit of the lesion remains stationary, or at least 
extends upwards very little, we are justified in suspecting 
extramedullary spinal tumour. This opinion is supported 
by the results of exploratory operation in a number of 
cases. 

Lumbar puncture may occasionally be of service, since 
tumour cells have been found in the puncture fluid in rare 
cases of meningeal tumour. Yellow colour of the puncture 
fluid (xanthochromia) is regarded by some observers as an 
indication of spinal tumour, especially if associated with 
increase of globulin but without increase of cells. 

Signs of tuberculous disease, evidences of syphilis, or 
hydatid cysts in other parts, may give some indication ag 
to the probable form of the spinal meningeal “ tumour.” 

Hydatid.—The symptoms of spinal meningeal hydatid 
cyst are practically the same as those of meningeal tumour, © 
but the diagnosis is sometimes possible when hydatid cysts 
are found in other parts of the body. Occasionally a ~ 
small subcutaneous cyst has been found on the back close 
to the spine, and when punctured hydatid hooklets or 
scolices have been found in the puncture fluid, and opera- 
tion has revealed also spinal meningeal hydatid cysts. 
Spinal hydatids are usually meningeal, and most fre- 
quently extradural. They are particularly suitable caseq 
for operation. In the 75 successful cases of operation for 
meningeal “tumour” already tabulated, 10 were hydatid 
cysts. 

Whe following is a brief abstract of a case: 


CASE v.—Symptoms of Meningeal Tumour caused by Spinay 
Extradural Hydatid Cysts; Operation; Partial Recovery 
A woman had severe pain in the back (mid-dorsal region) for 

three weeks, then complete paralysis of the legs gradually de- 

veloped with anaesthesia of the legs, abdomen, and lower part 
of thorax up to the fifth rib. A small subcutaneous cyst was 
detected in the back to the left of the third and fourth dorsal 
vertebral spines. It was punctured, and the fluid was found to 
contain hydatid hooklets. A diagnosis of other meningeal 
hydatid cysts within the vertebral canal was made. Dr. 

Tytler, surgeon to the Ancoats Hospital, operated and removed 

fourteen hydatid cysts, which were in the vertebral canal on 

the outer side of the dura mater. Improvement followed 

rapidly. In twelve months she was able to walk with the aid 

of a stick. When last seen, six years after the operation, she 

felt quite well. The légs were spastic, but she was able to 

walk to the hospital with the aid of a stick, and was stiil slowly 

improving. 
SumMary. 

In the diagnosis of spinal meningeal tumour the 
following points may be specially emphasized: 

1. Persistent localized root symptoms (girdle pain or 
pain in one limb), followed after a considerable time by 
paraplegia (of gradual or rapid onset), should always lead 
to avery careful consideration of the probability of spinal 
meningeal tumour, especially if the cord symptoms increase 
in “cross section” intensity but do not ascend, or only 
ascend very slightly. 

2. In certain rare cases the root symptoms (pains) may 
be absent, but in such cases the motor and sensory cord © 
symptoms steadily increase in “cross section” intensity 
but do not extend upwards. 

3. Persistent abdominal or thoracic pain, if bilateral or 
of a girdle character, even if signs of paresis of the legs © 
cannot be detected, should lead to a careful examination of 
the chest or abdomen for zones of diminished sensation — 
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. . If such should be detected, and 

carefully considered. Also brachial 

long duration should lead toa careful 
sibility of spinal meningeal 


tumour should be 
* neuritis” of very 
consideration of the pos 
tumour. 


; i mour is a rare disease, but not so 
peng Closer consideration of this 
affection-in the differential diagnosis at the early period 
of chronic spinal diseases would lead more frequently to 
its early recognition and to early successful operation. 


ie System, first edition 
Di 3 of the Nervous System, first edition, 
1 Sir Comet Trans., 1888. 8 Diseases of the 
vol. i, London, jon. 1911, p. 184. 4 Reported by Dr. Tytler and the 


BRITISH MEDICAL JOURNAL, February 7th, 1903. 


THE OCCURRENCE OF URTICARIA AFTER 
| SPECIFIC FEVERS. 


BY 
E. WARD, M.D.Cams., F.R.C.S.Ene., 


TUBERCULOSIS OFFICER, SOUTH DEVON. 


Wuen in general practice some years ago I frequently 
noted the occurrence of urticaria after specific fevers, 
especially pneumonia and clinical influenza. Other prac- 
titioners tell me they have — the same phenomenon, 
s it ig worth recording. 

“toe usually occurs within a day or two after the 
temperature has become normal, but sometimes a few 
weeks later; it may be so transient as hardly to be 
noticed by the patient, or, on the other hand, persistent 
and troublesome. I estimate that it occurred in quite 20 
percent. of my pneumonia cases, but as a number of these 
were not observed with sufficient accuracy to be sure the 
eruption was not present at some time or other, it is 
possible the percentage is considerably higher. Sometimes 
a slight pyrexia coincided with the rash, and occasionally 
also pains in the joints. 


Illustrative Cases. 
CASE I. 

Fig. 1 shows the chart of a male patient aged 22. On 
December 22nd, 1912, he hadarigor; typical signs of pneumonia 
were detected on December 24th in the right upper and middle 
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lobes. ‘Ihe temperature subsided by crisis on December 28th- 
29th, but there were a few slight fluctuations subsequently. 
On December 3lst a sparse blotchy erythematous and urticarial 
eruption appeared over the abdomen and limbs; on the limbs 
confined mainly to the extensor aspects of the elbows and 


CASE IT. 
Fig. 2 shows the chart of M. M., a well-built railway worker 
of 46. At the onset there was a rigor, then headache, malaise, 
pain in the back and limbs, and epistaxis (twice). Definite 
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signs of pneumonia were first detected on the seventh day of 
the illness at the right base. The temperature subsided on the 


1 


eleventh and twelfth days by a rather prolonged crisis; the. 


attack was a severe one. Ten days later, the twenty-second of 
the disease, general muscular pains were complained of. The 
calves and biceps were-noticed to be tender to pressure on the 
twenty-fifth day, and from this to the forty-seventh there was 
occasions! slight pyrexia. All pains disappeared, and there 
was an uninterrupted recovery after the forty-seventh day. On 
the fifty-first day an itching, coarsely macular rash appeared, 
mainly a pure erythema, but in places urticarial, and with 
much the-same distribution as noticed in the previous case. 
Within twenty-four hours the eruption had disappeared. 


CASE = * 

W. S., a man aged 29, had an attack of influenza with 
pyrexia lasting about seven days, but never exceeding 101°. On 
the eighth day, the day after the temperature had become 
normal, an erythematous and urticarial eruption appeared, 
lasting about thirty-six hours. : 


I have noticed a similar occurrence in several influenza 
cases; it seems unnecessary to give details. The eruption 
was of much the same nature and distribution as already 
described, but varied in extent and duration. Other 
rashes were noticed occasionally about the time of onset 
of the disease, but this was a late eruption. I have also 
seen a similar urticarial rash six days after the onset of 
varicella in a girl of 14; and again eight days after the first 
appearance of a measles eruption. 

In the following cases, for the account of which I am 
indebted to Dr. Parkinson of Horncastle, post-febrile 
urticaria was not such a transient affair as in those 
already narrated. 


CASE Iv. 

A man, aged 65, with no previous history of urticaria or of 
any other illness, was attacked suddenly. with headache and 
generalized pains, especially in the back of the neck and behind 
the eyes. The temperature ranged from 101° to 102° for two 
days, then gradually subsided to normal. The attack seemed a 
typical influenza. Seven days after thefever subsided a severe 
urticarial eruption appeared on the arms, legs and abdomen. 
Some of the patches might have been called ‘ urticaria gigas ”’; 
and there was also dermatographia. The trouble resisted 
treatment by dieting, calcium salts, aperients and local appli- 
cations for over six weeks. At the time of its he 
was taking 3 grains of ichthyol three times a day, but it cannot 
be en whether this was connected with the disappearance 
or not. 

CasE 

O.C., a girl, aged 21, developed a severe sore throat, with 

ains in the back and limbs, which was at first thought to be 
ei theritic, but later streptococcal. The temperature rose to 
08°, but subsided in a few days; joint pains, however, persisted 
for fourteen days. Ten days after the temperature had become 
normal a severe, typical urticarial eruption appeared and 
lasted for a week, subsiding ultimately under treatment with 
aperients and alkaline baths. . 


Discussion. 

The question of coincidence must of course be cons 
sidered when dealing with such a common condition as 
urticaria. Out of 8 cases in which the previous occurrence 
of urticaria was investigated, a positive history was found 
in one only. On the whole, I think coincidence can be 
excluded in the majority. Nor can it be said that the 
eruption was a drug rash, for widely different treatment 
had been adopted in some of the cases. 


1. The time at which the eruption occurs suggests its 
association with the development of immunity, as if the 
mechanism of immunity, after defeating the invader, 
proceeds further, and urticaria results. 

2. The concomitant occurrence of joint pains and slight 
pyrexia suggest anaphylaxis, which might be related to 
the disposal of pathological by-products after resistance 
has developed. 

3. The relation of urticaria to calcium salts and of 
calcium metabolism again to immunity gives food for 
further speculation. P : 

_I could find no mention of this post-febrile urticaria in 
any literature available to me at the time these observa- 
tions were made, nor, to my knowledge at any rate, has 
anything since appeared on the subject. 


THE Red Crescent, which takes the place of the Red 
Cross in Turkey, developed considerably during the war. 
It had under its charge 17,110 beds, in which 162,146 
wounded cases were treated. It also opened popular 
kitchens, in which 35,000 indigent persons were fed, and 
an infirmary and out-patient department for children, 

A NEW Spanish journal devoted to dermatology and 
syphilis, entitled Archivos Dermosifiliograficos y Revista 


practica de la especialidad, has recently been founded » 


at Madrid under the editorship of Dr. Sicilia, 
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SKIN APPOSITION WITHOUT SUPERFICIAL 
SUTURES. 


BY 


FRANK HATHAWAY, M.D., 


Surcron, EpwArD VII WINDSOR. 


WsEN closing an incision it is only necessary to bring 
the edges of the skin accurately together. A good scar 
depends upon accurate skin apposition. A method which 
- will do this without sutures will save time and trouble. 
I have found I get more perfect scars by the following 
' method: Put two or three deep sutures, depending on the 
’ size of the wound, through fat and skin, but do not tie 
them. ‘Take each end of the incision with a pair of artery 
forceps and pull taut. Rapidly clamp the skin edges with 
. artery forceps, starting at one end; the forceps are to be 
about a quarter of an inch apart, and should take each skin 
' edge accurately in its grip. The forceps hold in their grip 
about a quarter of an inch—of skin above, and skin and 
fat below. The forceps are carried along the whole length 
of the incision, and are held by an assistant as they are 
clamped. When the last is in position, the first is taken 
- off, and then the second, and 
so on along the whole length 
of the incision. The skin will 
be found to be tightly glued 
together. The deep sutures 
are then tied over a roll of 
gauze, as in an ordinary bonbon 
ij ( dressing. 

pret The advantages of skin 
clamping are (1) accurate skin 
) \ apposition with no turning in 

few stitches to remove. 


of skin, (2) rapidity, (3) very 

The results in my expe- 
rience and in that of those who have tried this method 
are excellent, and a most perfect scar can be obtained. 

It might be asked: “Is there no sloughing of skin?” 
I have used the method extensively and never seen 
sloughing happen. The mark of the artery forceps re- 
mains for about fourteen days, and then disappears. 

The disadvantage is that occasionally a part of the 
wound gapes and requires a suture, and I have not found 
it successful in very fat people, over the symphysis pubis, 
and in scar tissue. On the other hand, in certain places, 
such as the neck, where the incision is in the line of 
cleavage of the skin, no deep sutures are necessary, skin 
clamping being alone sufficient. 

I first tried this method some years ago with circum- 
cisions, clamping skin and mucous membrane without any 
suture, and finding the result admirable I have extended 
it to every variety of incision. I experimented with an 
instrument made with a blade one inch in length, but have 
not found it nearly as successful as simple artery forceps. 

My partner and colleague, Mr. H. L. Martyn, F.R.C.S., 
who has often used this method, and is most enthusiastic 

‘about it, has kindly prepared a drawing (reproduced above) 
showing the artery forceys i: position. 


filemoranda: 
MEDICAL, SURGICAL, OBSTETRICAL. 


FREE GAS IN THE PERITONEUM AND SUB.- 
SEQUENT SUBCUTANEOUS EMPHYSEMA. 
Ir is recognized that general subcutaneous emphysema is a 
rare complication of perforation of the stomach from ulcer. 
. Demarquay' was the first to call attention to cutaneous 
emphysema after solutions of continuity occurring in the 
stomach or the intestinal tract. He showed that per- 
foration of the gastro-intestinal tract, followed by the 
entrance of gas into the free abdominal cavity, may lead 
to cutaneous emphysema if at the same time the parietal 
peritoneum is injured, as, for instance, after performing 
traumata of the abdominal wall and the intestine, or 
traumatic lesions of the parietal peritoneum and the 
intestinal canal without perforation of the abdominal 


_ ‘walls. In the case here recorded there was nothing in the 


1 Nothnagel, Diseases of the Stomach. 


— 


previous history suggesting a gastric or duodenal ulcer, 


and the patient had not sustained a recent trauma. That 
it was a perforation is, I think, obvious, but it was surely 
of an unusual type, and the sequelae were remarkable, . 


E. W., male, aged 54, was admitted into the Royal South 
Hants and Southampton Hospital on October 31st, 1917, with g 
diagnosis of intestinal obstruction. The history he gave wag 
that he had had no action of his bowels for four days prior to 
admission, and he had occasional i indefinite pain and 
increasing distension of his abdomen. His temperature wag 
normal, pulse 90. On examination, his abdomen Was greatly 
distended and tympanitic all over. There was no visible 
peristalsis. On palpation there was indefinite tenderness, but 
nothing else to specially note. Rectal examination was negative, 
An enema was returned unaltered, and no flatus was passed, 
From the age of the patient, the history, and the physical signs, 
the — diagnosis was adhered to and laparotomy 
was forthwith performed. A middle line incision below the 
umbilicus was made, and as soon as the peritoneum was opened 
there was an immediate rush of odourless gas and the abdomen 
went down flat. There was a singular lack of fluid in the 
peritoneal cavity, and the intestines were collapsed. A per. 
forated gastric or duodenal ulcer was sought for in vain, and 
no other lesion could be discovered to account for the free 
gas. As there was no fluid or other infective material present 
the abdomen was closed without drainage. i 

A remarkable thing now happened in that twelve hours later 
the patient was almost unrecognizable. The incision into the 
peritoneum had permitted the escape of gas into the sub- 
cutaneous cellular tissues, and the gas had infiltrated-in these 
tissues from head to foot. His eyes were closed with the 
swelling of the lids, and breathing was becoming difficult. He 
was taken down to the theatre immediately, some stitches were 
removed and a tube inserted into the peritoneal cavity. There. 
after he made an uninterrupted recovery, the empbysema 
rapidly clearing up. The tube was removed on the sixth day, 
the wound healed at, and he was discharged from the 
hospital on December Ist, 1917. 


Iam indebted to Mr. J. R. Keele, senior surgeon to the 
hospital, for permission to publish the case. 
H. G. G. Netson, M.D.Edin., 


Assistant Physiciau, the Royal South Hants ahd 
Southampton Hospital. 


ARREST OF GROWTH IN “ INOPERABLE CANCER 
OF THE JAW.” 

I sHoutp like to draw attention to the changes that have 

taken place in two cases of inoperable cancer of the jaw 

under my treatment in this hospital. 


1. H. M., aged 68, was admitted on May 12th, 1919, with an 
epithelioma of the dorsum of the tongue, accompanied by very 
enlarged glands in the neck. He was unable to take anything 
beyond small quantities of fluid. He gave a history of severe 
haemorrhage, and his condition had been reported inoperable 
at the General Hospital. Two days later I was called to see ~ 
him for severe haemorrhage, and found him apparently dying. 
I injected a phial of pituitary extract (Ferris) into the growth 
of the tongue, and all bleeding stopped at once, and did not 
recur. I noticed a decided decrease in the size of the glands, ° 
and no further enlargement or ulceration of the growth. I gave 
him some further injections. He put on flesh ; no enlargement 
of new glands occurred, and he could take food with comfort. 
He remained nine months in this state, and then secondary 
troubles in the liver appeared, and although the primary 
growth became no larger, the one enlarged gland increased 
in size. He died on April 27th, 1920, living eleven months after 
this one and only severe haemorrhage in this hospital. 

2. I. J. R., aged £6, admitte. March 16th, 1920, had been seen 
at the Bristol Royal Infirmary and General Hospital, and pro- 
nounced inoperable ’’ by the surgeons. He had a large growth 
underneath the tongue, extending up the left side of the lower 


’ jaw,and forming a fungating growth on the neck; all the tissues 


of the chin were indurated and presented small ‘‘ truffle’’-like ex- 
crescences. He gave a history of frequent and severe haemor- 
rhages, and he had a further severe one in theambulance on the 
way to this hospital. The growth had first been noticed sixteen 
months earlier. He was emaciated, very bloodless on ad- 
mission, and there was a horrible fetor of the mouth. I was 
summoned to see him because of a very severe haemorrhage. 
I at once injected a phial of pituitary extract into the growth 
beneath the tongue; the bleeding ceased at once, and the 
growth shrank. ‘This has continued, under injections given 
weekly or twice a week. Hecan now move his tongue freely 
and touch his lower lip. THe growth in the neck has shrunk to 
the angle of the jaw; there is a slight purulent discharge, but 
no fetor from the tongue and neck. He can eat solid food, has 

ut on weight, has lost his anaemic appearance, and there is no 
eagle cy These injections give him little pain at the time, 
but in about two minutes he has severe pain lasting two minutes 
down his spine and becomes very pallid, and then says he is 

uite all right. Sections of the growth made at the Royal 

nfirmary demonstrated malignant disease. He has little if 
any pain now, and no new enlarged glands. 


I venture to record these two cases in the hope that 
others will try this treatment, which is almost painless, 
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ich lead to further experiments for the relief 
of “theo terrible cases, and possibly solve the problem of 
prevention of the pont pecan through the glands, of 
i ths after operation. 
R. H. Noreate, M.R.C.S., L.R.C.P., 


Medical Superintendent, Bristol Poor Law Infirmaries. 


RHEUMATISM AND ARTHRITIS. . 
Proressor Stockmay’s researches on chronic rheumatism 
and fibrositis are so well known that the reader will 
naturally be attracted to his recent work on Rhewmatism 
and Arthritis, and will there find the results of much 
investigation—pathological, clinical, and literary—clearly 
and independently set forth. _ Acute rheumatism is first 
dealt with, and in the division of the cases into two 
clinical types—(a) the more acute with prominent joint 
symptoms, very amenable to salicylates, and not so prone 
to relapses or sequels as (}) the less acute, prone to attack 
the periarticular and other fibrous structures—a sharper 
distinction is drawn than has previously been the custom. 


In this connexion Professor Stockman advances an > 


interesting speculation: he asks whether the two clinical 
like and paratyphoid, may not be due to 
different strains of the causal organism. In discussing 
the pathology, Professor Stockman suggests that the 
rapid disappearance of acute synovitis 1s due to locai 
immunity resulting from the accumulation of antibodies 
in the joints. The subcutaneous nodules are shown to be 
structurally identical with the warty excrescences on the 
cardiac valves and the myocardial lesions. 

The other ten chapters contain records of much original 
investigation; this is notably the case in the section on 
chronic rheumatism or fibrositis, in which the histology 
of the indurations due to inflammatory hyperplasia of 
the white fibrous tissue is minutely detailed and well illus- 
trated. It is pointed out that these fibrous thickenings in 
chronic muscular rheumatism were described in 1816 by 
William Balfour of Edinburgh, who also recommended 
frictions as the proper treatment, but that this observa- 


. tion was neglected for nearly a century, until, in fact, 1904, © 


when the late Sir William Gowers introduced the term 
“ fibrositis,’ and the author published a detailed account 
of the whole condition, including its histology. It is due 
to various causes—namely, rheumatic fever, tonsillitis, 
influenza, gonococcic septicaemia, and mucous colitis. 

A chapter is devoted to panniculitis or subcutaneous 
fibrositis, in which there is chronic inflammation of the 
alveolar tissue of the panniculus adiposus, including the 
nerve filaments and blood vessels. It is essentially the 
same as fibrositis, with which it may be combined, but 


it is commoner. There are multiple painful fibro-fatty - 


tumours, and when combined with obesity some of these 
cases have been recorded as Dercum’s adiposis dolorosa, 
which, however, is a syndrome covering several conditions 
of different etiology. In 1891 Josephson described _panni- 
culitis, but until recently it has not been recognized out of 
Sweden. Dupuytren’s contraction is described in a sepa- 
rate chapter, but without any reference to the association 
with pads on the fingers pointed out by Sir A. E, Garrod. 
Chronic non-suppurative arthritis or chronic articular 
rheumatism, though regarded as probably part only of a 
general infection, is on clinical grounds divided into (1) 
rheumatoid arthritis and (2) chronic infectious arthritis, 
the latter containing the cases called Still’s disease. It is 
noteworthy that the author does not insist on the impor- 
tance of focal infections from the point of view of either 
etiology or of treatment. 
‘Although heading his chapter on the subject “ Purpura 
rheumatica,” Professor Stockman regards this condition as 
probably a general infection with a well marked tendency 
to cause small haemorrhages and synovitis, thus agreeing 
with J. H. Pratt in his masterly article in Osler and 
McCrae’s System, where the mistake of regarding rheu- 
matism as a factor is clearly exposed. 7 
_ In the account of gonorrhoeal rheumatism treatment 
by vaccines is described without any enthusiasm, but no 


reference is made to protein shock therapy by the intra. 
venous injection of typhoid vaccine. The article om 
chronic osteo-arthritis, or arthritis deformans, is clear 
and copiously illustrated. Other chapters deal with 
Heberden’s nodes, arthritis of known causation, coxa vara, 
hypertrophic osteo-arthropathy, and nervous arthropathies. 
The historical matter forms a valuable and attractive 
feature of a monograph rich in personal observations. 


ANATOMY AS IT SHOULD BE. 
WE are by no means straining the meaning of our words 
when we say that Professor Woop Jonxs, in his Principles 
of Anatomy, as seen in the Hand, has placed to his credit 
one of the most notable contributions ever made to the 
literature of British anatomy. Although his outstanding 
ability has been known to his immediate colleagues for 


‘years past through his scientific memoirs and books, this 


1s the first occasion on which he has made an appeal to 
the medical profession as a whole, an appeal which, in our 
opinion, should place him in the first rank of British 
anatomists. 

This book of his challenges comparison with a book 
which was a classic in its day—Sir Charles Bell’s The 
Hand, its Mechanism and Vital Endowment as Evincing 
Design, published in 1833. In both books the hand is used 
as a text for a series of crisp sermons; but whereas Bell 
used the hand as a mere pretext for a series of rambling 
anatomical excursions among living and extinct animals, 
our present author sticks closely to his text, and uses the 
anatomy and mechanisms of the hand as a means of 
expounding the principles with which medical students 
and medical men must be familiar if they wish to under- 
stand the structure and working of the human body. In 


both books we find that their authors are excellent 


draughtsmen; in both we find ease and felicity of expres- 
sion; in both there is the same record of acute personal 
observation made during a close study of living 
mechanisms; in both there is the same profound desire to 
fathom the secrets of the brain and nervous system. The 
differences between the two works are largely the result 
of the times in which they were written : the one appeared 
in the pre-Darwinian period when anatomy was studied 
for evidences of a designer; the other has appeared in a 
period when anatomists are using anatomical characters 
as signposts to man’s origin. Hence, in our modern 
author, we find an eye which is alert to “signpost” 
anatomy; he recognizes that each feature and structure 
of the hand has its own history, and that it is the business 
of the anatomist to unravel these histories. teak 

But Professor Wood Jones is imbued also with a spirit 
which is being revived among British anatamists—to 
study the living body in order to discover the functional 
significance of its structural characters. In reality this is 
a return to a pre-Darwinian point of view, to the outlook 
of Hunter and of Bell, and there cannot be a moment’s 
doubt as to the gain which is to accrue to modern medicine 
from such a revival. The reader has only to turn to the 
later chapters of this book, where the author deals with 
the muscles and movements of the hand, and with the 
hand as a sense organ, to see how much practical medicine 
is to gain by the modern revival of functional anatomy. 
No doubt the circumstances under which this volume 
came to be written have determined the practical nature 
of its contents, for it represents the substance of a course 
of lectures given to officers of the R.A.M.C. at the special 
military hospital at Shepherd’s Bush. 

A brief extract will serve to show the outstanding 
character of the book—one taken from the chapter on 
“The Hand and Brain,” 

We will not agree with anyone who lauds the human hand as 
an example of human anatomical advances and perfection, but 
we will agree with any admirer of his own species who claims 
that as acortically controlled structure the human hand affords 
striking evidence of Man’s superiority over all the other 
members of the mammalia. It is not the hand which is perfect, 
but the whole nervous mechanism by which movements of the 
hand are evoked, co-ordinated, and controlled. In one thing 
Man certainly shows marked anatomical advance from con- 
ditions of basal mammalian simplicity—in one feature every 
monkey and ape compares but ill with him, and this is the 
wonderful development of the cerebral cortex. 


1 Rheumatism and Arthritis, By Ralph Stockman, M_D., Professor 
of Materia Medica and Therapeutics in the University of Glasgow and 
Physician to the Western Infirmary. Edinburgh: W. Green and Son 
Ltd. 1920, (Pn, 132: 110 figures. Price 15s.3 


2The Principles of Anatomy, as seen in the Hand. By Freaerie 


Wood Jones, Professor of Anatomy in the University of Adelaide, 


J. and A. Churchill. 1920. (Med. 8vo, pp. 325; 2 Dlates. 
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This extract serves to illustrate the attitude adopted by 
the author towards the anatomical problems of the human 
body. 
spunieg to the anatomy of monkeys and anthropoids—are 
open to criticism, such defects in no wise detract from 
the service which Professor Wood Jones has rendered to 
medical students, medical men, and teachers of anatomy, 
for he has written a book which will repay all of them to 
read and digest. 


RECONSTRUCTION THERAPY. 

A pervusat of Dr. Dunron’s book on Reconstruction 
Therapy® will give some idea of the amount of enthusiasm, 
thought, and energy which has been put into the study 
and practice of this handmaid of medicine in recent years 
in the United States. Dr. ; 
psychiatry in the Johns Hopkins Hospital, and his 
primary interest is in the treatment of the mentally 
afflicted, for whom he strongly recommends occupationai 
treatment, both physical and mental; but he is equally an 
advocate of physical training for all sorts of cripples, and 
recommends the appointment of a special director to 
organize and superintend it in every large general hospital. 
The uses of games and other amusements also come 
within his scope. The design and equipment of work- 
shops and prosthetic appliances are dealt with in separate 
chapters, as are occupations for the feeble-minded and for 
the blind. On all these and other subjects Dr. Dunton has 
useful information and valuable advice to bestow, while 
further help can be obtained by consulting the copious 
bibliography at the end of the book. 


Mr. Trusere’s little book on Home Exercises for Spinal 
Curvatures‘ contains plain and explicit directions for the 
rformance of a number of exercises of the trunk and 
imbs, which are likely to be at least as beneficial to the 
normal boy or girl as to those who suffer from spinal 
deformities. It can hardly be expected that such exercises 
should exert much influence on a curvature which is 
already accompanied by structural changes, but they 
cannot fail to benefit the muscular tone of the body and 
the general health of the patient. Mr. Timberg is certainly 
wise not to recommend any more specialized exercises for 
home use, because even the experienced surgeon or physico- 
therapist cannot always be sure that a given asymmetrical 
exercise does all good and no harm, and that while correct- 
ing one feature of a complex deformity it may not aggravate 
another. This danger can only be averted by the constant 
watchfulness of the trained observer. The illustrations 
are very clear, and the programmes of exercises at the end 
of the book should prove useful to those who wish to 
prescribe courses to their patients. 


MANUALS OF OBSTETRICS. 


In preparing the second edition of his Manual of Obstetrics,’ 
Dr. Epwarp Davis has subjected the original text to 
careful revision, and has made some valuable additions. 
He has been careful to impress upon his readers the para- 
mount importance of asepsis in obstetric work. Not only 
has he inserted a special chapter on the subject, but refers 
to it in describing each manipulation. The criticism to 
which the volume as a textbook for students appears to be 
open is that sufficient prominence is not given to the main 
essentials. By this we mean that a reader not already 
conversant with the subject might have difficulty in 
picking out the most vital points, while much space is 
devoted to matters of relatively small importance from the 
practical point of view. As an example, it may be noted 
that the sedative treatment of eclampsia is dismissed in 
a few lines, and the part played by retained products in 
causing post-partum haemorrhage is merely mentioned. 
Since so much interest has recently been aroused in the 


8 Reconstruction Therapy. By William Rush Dunton, junr., M.D. 
Philadelphia and London: W.b. Saunders Company. 1919. (Post 8vo, 
pp. 236; 30 figures. 6s. 6d. net.) 

4 Home Ezercises for Spinal Curvatures. By Richard Timberg, 
M.R.C.8., L.R.C.P., Medical Officer, Physico-Therapeutic Department, 
St. Thomas's Hospital. Second and revised edition, with 32 illustra- 
aa a: William Heinemann, Ltd. (Cr. 8vo, pp. xii + 67, 

rice 6s. 
5A Manual of Obstetrics. By Edward P. Davis, A.M., M.D., 
F.A.C.S., Professor of Obstetrics in the Jefferson Medical College, 
Philadelphia. Second edition, revised. Philadelphia and London: 
bf ee Co. 1919. (Cr. 8vo. pp. 478 ; 163 figures, 3 plates. 
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While several of his statements—particularly some | 


Dunton is instructor in 


— 


use of scopolamine-morphine in labour, we should have 
been glad to find more on the subject. Dr. Davis pro. 
vides a concise account of fetal pathology and injury, 
but he has not done justice to the subject of infant feeding, 
which ought to receive attention in an obstetric textbook. 
The treatment of infant restlessness and discomfort with 
castor oil or by intestinal irrigation is not generally to be 
recommended; the meconium has an important physical 
action, and Nature does not normally dispose of it until 
something is ready to take its place. The book is clearly 
written, though there are several unnecessary repetitions, 
There are a good many illustrations, most of them 
diagrammatic, and three coloured plates. 


Dr. Joun Hirst, too, has written a Manual of Obstetrics 
designed for the student. The description of his technique 
in the management of obstetrical cases is clearly set forth, 
and the illustrations will help the student through many 
difficulties. There are, however, some statements open 
to criticism. The author considers vaginal plugging 
useless for the control of accidental haemorrhage, and 
prefers rapid delivery. Unless efficiently carried out, 
vaginal piugging is indeed useless, but if the method 
taught at the Rotunda Hospital is followed, the results 
are known to be satisfactory. In a persistent occipite- 
posterior presentation rotation of the head With forceps 
is not without danger. A fetal mortality of 30 per cent, 
in breech deliveries is too high; old statistics would, 
no doubt, give that figure, but in these days the mor- 
tality (in labour) even with primiparae cannot be more 
than 11 per cent. We doubt the policy of giving diluted 
condensed milk to infants in the interval before the 
mother’s milk appears. Nature has so arranged that not 
even human milk is available for a day or two, and the 
giving of a foreign substance such as condensed milk 
at that period of life may upset the child’s digestion. 
Diseases of the puerperium are well discussed; in cases 
of puerperal sepsis the use of antistreptococcal serum is 
advocated. The various operations performed in obstetric 
practice are clearly described and the indications for 
their performance are carefully outlined. The reference 
to the use of forceps in cases of uterine inertia, however, 


-is very questionable, because no distinction is drawn 


between primary and secondary inertia. 


NOTES ON BOOKS. 


Dr. ESTHER HARDING’S thesis for the M.D.London degree, 
on Circulatory Failure of Diphtheria,’ is a genuine piece of 
work based on the observation of 800 cases of diphtheria 
at the Plaistow Hospital and inspired by the late Dr. John 
Biernacki, to whom it is dedicated. In addition to much 
clinical research the thesis shows a thorough knowledge of 
the literature and evidence of much thought in the dis- 
cussion of the complex problems of circulatory failure in the 
infectious fevers. In diphtheria the specific gravity of the 
blood rises in spite of the fall of blood pressure, and 
oligaemia due to escape of the fluid content of the blood 
into the tissues is the fundamental factor in the circulatory 
failure, the oligaemia of the central nervous system being 
of the greatest importance. 


SmR EDWARD SCHAFER’S Essentials of Histology,® first 
published thirty-five years ago, has now reached its 
eleventh edition. The merits of this manual are now 
so well known that praise is superfluous. It serves both 
asa guide giving directions for the practical work of the 
student of histology and as a textbook of moderate dimen- 
sions, comprising all the essential facts of the science. 
For purposes of class work the arrangement in fifty lessons 
is preserved ; a few preparations whose omission (although 
they are not suitable for class use) would injure the com- 
pleteness of the work are also included.- The appendix 
contains full directions for the preparation and use of 
preserving and staining reagents; only those methods 


6A Manual of Obstetrics. By John Cooke Hirst, Associate in 
Obstetrics, School of Medicine, University of Pennsylvania. Phila- 
deiphia and London: W.B. Saunders Company. 1919. (Cr. 8vo, pp. 516; 
216 figures. 14s. net.) 

7 TheCirculatory Failure of Diphtheria. A thesis approved for the 


- degree of M.D.London and awarded marks qualifying for the Univer- 


sity Medal. By Esther Harding, M.D... B.S.London. With an intro- 
duction by Sir James Galloway, K.B.E.,C.B.,M.D. London: University 
of London Press. 1920. (Demy 8vo, pp. 190; 23 charts. 10s. 6d. net.) 
® The Essentials of Histology: Descriptive and Practical. For the 
use of Students. By Sir E. A. Schafer, F.R.S. Eleventh edition. 
Longmans, Green, and Co. 1920. (Med. 8yvo. pp. 575; 
Ss. ne 
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MINE RESCUE APPARATUS, 


4 i has 
recommended on which the author’s experience 
caved that reliance can be placed. The excellence of the 

numerous coloured and other illustrations is well known. 


. BRESSLAU’S Mammary Apparatus of the 
Mammatia® is an admirable summary of the views which 
have been developed by this zoologist asa result of pro- 
longed study of the milk gland and its accessory structures. 
The book is extremely well put together, and can be read 
cover with enjoyment. After examining 


from cover to os of Echidna, the spiny ant-eater, and 


Semon’s embry 


fessor 
he finds that there is an essential 


i to all the three great divisions of the 
monotremes, marsupials, and placental 
mammals. In all of these the earliest rudiment—the 
‘primary primordium,” as he awkwardly describes it— 
arises in the same region and is the precursor of nipple 
and mammary gland. This is of very great importance, 
for some zoologists maintain that the mammalia are not 
a natural group at ail, but that they arose from two inde- 
pendent reptilian sources. Bresslau believes that they are 
a natural group, but that the placental mammals arose, 
not from any marsupials, but from pouchless ‘ meta- 
theria,’”’ ancestors of the modern placentals and the 
modern marsupials. The monotremes, too—now repre- 
sented only by Echidna and the duck-billed ornitho- 
rhynchus—are specialized animals, collaterals and not 
ancestors of the other groups. Professor Bresslau supplies 
an interesting explanation of those anomalous structures, 
misplaced nipples or breasts, which occur in such places 
as on the buttock of man. It appears that in certain 
squirrels the primary primordium divides, and part of it 
wanders across the surface of the body; consequently a 
part at any rate of the mammary apparatus is produced in 
two places from the one primordium; it is suggested that 
something of the same nature may occur as a rare anomaly 
in man. Whether this be so or not we are glad to call 
attention to the great interest which the study of com- 
parative embryology and pathology certainly has for the 
student of mankind. 


Mr. ALEXANDER SMITH’S Intermediate Textbook of 
Chemistry °—fuller than an elementary book and shorter 
than a college chemistry—is a comprehensive and well 
written volume that may be recommended to general 
readers in search of a manual of chemistry to add to 
their libraries as well as to students of chemistry. It 
is clearly written, up to date, and full of well chosen 
information, both theoretical and practical. 


9The Mammary Apparatus of the Mammalia in the Light of Onto- 
genesis and Phylogenesis. By E. Bresslau, late Professor of Zoology in 
the University of Strassburg. London: Methuen and Co., Ltd. 1920. 
(Cr. 8vo, pp. 151; 47 figures. 7s. 6d. net.) 

10 Intermediate Textbook of Chemistry. By Alexander Smith, Head 
of Department of Chemistry, Columbia University. London: G. Bell 
and Sons, —_ 1920. (Demy 8vo, pp. 526; 115 figures, 3 plates. 
8s. 6d. net. 


MINE RESCUE APPARATUS. 


Seconp Report oF RESEARCH COMMITTEE. 
An extremely interesting second report has recently been 
issued by the Mine Rescue Apparatus Research Committee 
of the Advisory Council of the Department of Scientific 
and Industrial Research.!_ The members of the Committee 
are Mr. William Walker, Chief Inspector of Mines, Dr. 
Henry Briggs, and Dr. J. S. Haldane, F.R.S. Part of the 
terms of reference to the Committee gave it the task 
of determining by experiment what improvements in 
apparatus are possible, thus rendering it incumbent on 
the Committee to prove that it was feasible to devise a 
compressed-oxygen rescue apparatus which complied with 
the very strict requirements of the first report. The 
present report is divided into four parts: the first 
physiological, wherein are noted some important new 
physiological facts; the second an investigation of 
deaths due to rescue apparatus; the third raising 
the question of Home Office approval of mine rescue 
apparatus ; the last entitled Miscellaneous. . 

Part I gives an excellent summary of the physiology of 
respiration ; and the first feeling of the reader that the 
subject is treated as if respiration were merely a mechanical 
process depending on the physical laws of diffusion, is 
speedily corrected when it is stated that certain phenomena 
seem only to be explained by the view that the living cells 


1H.M. Stationery Office. 2s. net. 


Hill’s marsupial embryos, as well as — 


of the lung epithelium possess the faculty of secretin 
oxygen from the air and handing it forward at enhan 
pressure to the blood. Attention is called to the entirely 
incorrect view that oxygen is a “dope” and that the 
breathing of highly enriched air results in a rapid burning 
up of the tissues accompanied by excitement and violent 
bursts of physical energy, or that it is followed by de- 
pression and lassitude. It is necessary to breathe air 
containing over 80 per cent. oxygen continuously for 
two days before evil effects make galore felt. The 
curious thing is that the dope view persists even among 
rescue station instructors, and that many airmen have 
an antipathy to what they consider to be the drug-like 
properties of this gas. 


Oxygen and Physical Fitness. 

Perhaps the most interesting observations recorded in 
this part of the report are those by Dr. Briggs, which 
throw quite a new light on fatigue. It is known that many 
men who are not in good physical condition derive great 
benefit during exertion from the enriched air of a rescue 
apparatus; they can walk faster and more comfortabl 
than when breathing ordinary air. On the other han 
miners and men in good training seemed to derive little 
or no benefit from the enriched air. With ordinary air an 
analysis of the expired air of men in good physical train- 
ing showed during exertion a much higher percentage of 
CO, and a lower percentage of oxygen than in the case of 
men not in good training. In other words, less air is 
breathed by men in good training for a given consumption 
of oxygen or amount of work. When the enriched air of 
a rescue apparatus was used, an analysis showed little or 
no alteration of the percentages of CO, and oxygen in the 
case of men in good training. But with men not in 
good training the percentage of CO, in the expired air 
became as high during exertion as in men in training ; so 
that for them the amount of air breathed for a given rate 
of work is considerably less with enriched air than with 
ordinary air. The explanation given is that when, during 
muscular exertion, a far larger amount of oxygen has to 
be taken, there is not time in the men not in good training 
for the haemoglobin to become fully‘saturated by diffusion 
alone if ordinary air is breathed: the epithelium lining 
the alveoli must also actively pass oxygen inwards. The 
activity of the epithelium can be increased by practice; 
and this is the case with miners and other fit men, so that 
they receive no benefit from enriched air. In the unfit 
man the epithelium fails to pass in the proper supply of 
oxygen for exertion unless the diffusion pressure is raised 
by the enriched inspired air. Dr. Briggs applied these 
new facts as the basis of a method of testing physical 
fitness during the war, and the physiological response of 
a man to oxygen during muscular exertion was used as a 
test of whether or not he was in good training as regards 
his lungs, and_ by inference, in ordinary cases, of his 
general physical fitness, 


Standardization of Types? 

Parts II to IV of the report are not of the same interest 
to medical readers. With regard to Part II, we may point 
out that deaths should not be said to occur through the 
use of rescue apparatus when they are due to the wearer 
removing the mouthpiece, or turning off the oxygen, or 
improperly adjusting the apparatus. In its first report 
the Committee recommended that the Home Office 
should institute a scheme of testing rescue apparatus; the 
Committee now (Part III) lays down the conditions an 
“approved apparatus” must fulfil. The attitude of the 
Committee in this respect seems judicious: “ We do not,” 
the report states, “think that standardization, in the 
sense of prescribed uniformity of construction, is to be 
recommended. We prefer that the field for invention and 
inquiry should be left open rather than be circumscribed 
by a hard-and-fast specification.” The most the Com- 
mittee desires is that “the manner of testing should be 
standardized.” 

Part IV discusses a number of practical difficulties that 
have been encountered in the choice of materials for 
apparatus and in construction. There are two appendices: 
in the one a compressed oxygen rescue apparatus, designed 
by Dr. Briggs, is described; in the other some ergometric 
fitness tests are set out. 
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WOMEN STUDENTS AT CAMBRIDGE. 


Tus admission of women to degrees at Oxford leaves 
Cambridge at present in the position of being the only 
British university which refuses its degrees to women. It 
may therefore be of interest to our readers to give a short 
account here of how -things now stand in this matter at 
Cambridge, and to preface this with an outline of the 
various stages in the relationship of women with that 
university. 

Just over fifty years ago a College for Women was 

founded in a hired house at Hitchin, and four years later 
it moved to Girton, near Cambridge. From the beginning 
it was designed to hold, in relation to girls’ schools and 
home teaching, a position analogous to that occupied by 
the universities towards public schools for boys. In 1873 
—the year in which Girton College was opened—an associa- 
tion for promoting the higher education of women at Cam- 
bridge was formed to carry on and develop the lectures for 
women first started in 1870; and part of Newnham College 
was opened in 1875. Two years before that women were 
fiwst admitted to and passed a university tripos examina- 
tion, and in 1881 the privilege of examination for tripos 
was conceded by the Senate to Girton and Newnham 
students. ‘he Senate, however, in 1879, and again some 
twenty years later, rejected proposals for the admission of 
women to titles of degrees. 

During the past forty-five years the position of women 
at Cambridge has greatly improved; but, although admis- 
sion to examination and instruction was conceded, they 
still attend lectures and courses ‘‘on sufferance,’’ and it 
is only in the last ten years or so that the physiological 
laboratories have been open to them. The very strict 
rules of the women’s colleges imposed severe restraint on 
social intercourse between men and women students; but 
these have been greatly relaxed since 1914, and there is 
now, we believe, a fair amount of ‘fraternization.’? The 
exclusion of women from degrees is of most practical 
significance in the case of medical degrees, although it 
is a distinct drawback to most women in looking for em- 
ployment. In 1918 women qualified by examination for 
degrees were eligible to be placed on the register of 
university parliamentary voters, and the Sex Disqualifi- 
cation (Removal) Act of last year contained a clause 
specially empowering the universities to act in the matter 
of admission of women. Oxford has grasped the nettle, 
but the sister university still seems to hesitate. 


The Two Reports. 

In December, 1919, the University of Cambridge appointed 
a syndicate to consider the relation of women students 
to the university. The syndicate was instructed ‘to 
consider whether women students should be admitted 
to membership of the University, and if so with what 
limitations, if any; and alternatively to consider, if women 
students are not admitted to membership, by what means 
the University could co-operate with the Women’s Colleges 
or other bodies in the conferment of degrees on women 
students.’’ In May, 1920, two reports were presented, 
each signed by six out of the twelve members of the 
syndicate. The reports are expected to come up for 
consideration early in the Michaelmas term. 

Report A recommends the admission of women to the 
full membership of the university, but not to the men’s 
colleges, and subject to certain limitations. Thus women 
are only to be admitted as members of public hostels 
recognized for the purpose, or in the future as members 
of such women’s colleges as may be duly constituted, and 
the number of women admitted and the conditions of their 
residence would be subject to the control of the university. 
Women would be eligible for all university offices (except 
that of proctor), save in so far as such offices entail resi- 
dence in men’s colleges. ‘The statutes proposed would 
have retrospective effect, and presumably existing women’s 
colleges would be recognized as public hostels under their 
provisions. 

Report B isa more elaborate document. It reviews in 
turn the proposals of Report A, the practice of existing 
universities, and a proposal for admission of women to 
membership of the university under a system of dual 
control, and finally recommends the creation of a separate 
university for women. ‘The proposals of Report A are 
rejected on the ground that the admission of women to the 
university on equal terms with men will entail a further 
demand for admission to the men’s colleges ; and again on 
the ground that the question whether the same type of 
education is equally suited to men and to women has yet_! 
to be decided, whereas there is some danger that the 
“women’s vote’? in university matters might favour 


‘‘ accuracy of routine work’’ at the expense of ‘ originality 
or high qualities of scholarship ’’ to the detriment of men’g 
education. Further, a doubt is expressed as to the benefitg 
of the admixture of undergraduates with women studen 
and the expediency of its extension. In relation to the 
practice of existing universities attention is drawn to 
the isolation of Cambridge as the only remaining ‘ men’g 
university ’’ in this country, and the persistence in America 
of separate colleges for the education of women in addition 
to the women’s colleges affiliated to the men’s universitieg 
and the mixed universities. 'The final recommendation of 
this report is prefixed by a scheme acceptable. to the 
majority of its signatories as a basis for compromise, 
Under this scheme women would be admitted to the uni- 
versity, subject to the creation of a Senate consisting of q 
Men’s House and a Women’s House, for the separate 
regulation of the two elements in the university. In view 
of the rejection of this scheme by the advocates of g 
mixed university, the report recommends the creation at 
Cambridge of a separate university for women. Thig 
recommendation is designed to preserve Cambridge ag 
‘¢a university whose courses of study are designed and 
controlled in the interests of men,’’ whilst providing for 
the inauguration of a university similarly governed 
and in the interests of women. Accordingly Graces are 
proposed embodying approval of the incorporation of 
Girton and Newnham into a university and the continuance 
of the facilities and privileges already conceded to the 
women by the university, and a general offer of assistance 
in the development of the new body. 


Memorandum on the Reports. 

A memorandum issued by the Committee for pro 
moting the admission of women to full membership of the 
university supplies at once the arguments in favour of 
Report A and a comprehensive. criticism of Report B. Of 
the latter it points out that, in the face of the refusal of 
the women’s colieges to adopt its suggestions it ‘‘ amounts 
in fact to a recommendation to do nothing.’’ Apart from 
this, the contention that admission to the university is the 
prelude to a demand for admission to the men’s colleges 
is unsupported by evidence, and formally repudiated by 
the heads of the women’s colleges. The constitution of 
the university as a federation of autonomous colleges 
would facilitate rather than hinder its extension to include 
the women’s colleges. The method of Report B in dealing 
with the educational question is held in effect, ‘‘ to beg it, 
with a presumption in the negative,’’ and that despite the 
weight of fifty years’ experience in the English mixed 
universities and the reassuring .evidence from America in 
regard to the influence of women on the university cur- 
riculum. For, according to a quotation in Report B, the 
American women’s colleges ‘‘ are organized and conducted 
quite like our separate colleges for men, and the curricula 
and degrees are practically identical with those in the 
men’s colleges.’’ Moreover, the real question at issue igs 
not whether there should be separate universities for 
men and women, but whether Cambridge should adopt 
that system. Finally, as regards the social question, so 
lightly touched on by the advocates of separation, but of 
such fundamental importance, the Committee emphasizes 
the facts of the existing situation. And it is on these facts 
that the case for equal membership for men and women is 
based. In all but the concession of equal rights Cambridge 
is already a mixed university, and this situation is in no 
way touched by the recommendation for a separate uni- 
versity, of which the members would remain at Cambridge 
and enjoy all existing facilities. The great practical 
danger of the situation, that of overloading the resources 
of the university, is left untouched, and the check pro- 
vided in Report A, under which the university would 
regulate the number of women admitted, is lacking. The 
separate system, in short (it is argued), entails useless and 
expensive duplication of machinery, with no corresponding 
advantage except the control of men’s education by an 
exclusively male body. Equally unsatisfactory is the pro- 
posal for the creation of an intricate machinery of dual 
control, proposed by way of compromise. Both ignore the 
fact that, beyond the universities, in the public and pro- 
fessional life for which they prepare their members 
women are now working with men on terms of equality, 
and that the best preparation for life under such con- 
ditions is presumably to be found in an atmosphere of 
common intellectual work. ‘If we are to take the facts 
of the existing situation into account” (as suggested by 
the signatories of Report B), ‘‘must we not decide that 
the university should admit its women students to full 
membership, not as a privilege, not even as an act of 
justice, but as a matter of high educational and national 
policy?’? 
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HEALTH ADMINISTRATION IN LONDON. 


~ (ap General Purposes Committee of the Metropolitan 


Asylums Board has recently had under consideration 
a scheme proposed by the London County Council for 
the administration of the health services in London. 
The report of the Committee throws an interesting 
light on the proceedings of public bodies in the pursuit 
of their ideals; and the private citizen, although un- 


- jikely to hear much of the polite controversy now 


going on between the L.C.C. and the M.A.B., is 
entitled to inquire how far the limitations of his 
pocket are taken into consideration by the ambitious 
members of the County Council on the one hand and 


the supporters of the policy of maintaining the 


Asylums Board on the other. 

The establishment of the Ministry of Health, with 
its purpose of bringing under one Minister of the 
Crown and one Government department the health 
functions exercised or supervised by various Govern- 
ment departments, has stimulated the London County 


Council to prepare its own scheme for a corre- 


sponding redistribution and rearrangement of London 
health and medical authorities. The usual evidence 


of overlapping and of deficiencies is given; and the 


Council then proceeds to set forth proposals for 
reconstruction which involve the division of all health 
services in London between the Council and the 
metropolitan borough councils, leaving the County 
Council the statutory authority for health services, 
with power to organize and supervise the services for 
which the borough councils are to be allowed to 
remain responsible. The financial proposals involve 


-a standard Government grant of 50 per cent. of the 
expenditure on health services otherwise falling on 


the rates, the full cost of the work of inspection and 


. supervision to be borne by the public, while the 
. individual who benefits by treatment is to be charged 
-@ portion of the cost when he is in a position to pay. 


In the process of elaborating this scheme the 
Council came up against the Metropolitan Asylums 
Board, not because it overlaps or is deficient, except 


' theoretically, but because the manner of its appoint- 


ment is anomalous, and it is not under the control of 


the Council. The Council recognizes that the Board 


has indeed performed its duties very efficiently, has 


-a highly competent staff, and has worked in friendly 


co-operation with the Council; it recognizes also that 
the experience in hospital management of some of the 
members of the Board is such that they might even 


‘be possible ornaments of the Council. It is argued, 
‘ however, that it would be more symmetrical if the 
‘institutions and staff, and even some of the desirable 
' members of the Board, were transferred en bloc to the 
- London County Council. 


The Metropolitan Asylums Board, after expressing 
its appreciation of the great services rendered by the 
Council to the metropolis, and its especial appreciation 
of the friendly and complimentary references by the 


_ Council to the work of the Board, proceeds to advance 
, Feasons against being devoured at one gulp by the 
. Council. In the first place, it appears that the Council 
did not include the Board amongst the authorities | 


(the corporation and the borough councils) invited to 


forward their views on the proposed Gargantuan feast. 
The Board appears to forget that the fatted calf is 
not usually consulted on the mode of death it would 
prefer. Undeterred by the fate with which it is 
threatened, the Board goes on to offer observations 
on the proposals of the Council as affecting the 
whole question of London government, and on the 
particular proposal to transfer the management of the 
Board’s institutions to the central governing authority 
for London. Under the first heading it is pointed out 
that the question of a single administration tor Greater 
London, as distinguished from the present County, is 
bound to be raised in the near future; and that. there- 
fore the question of absorption might wait till this is 
settled. The comments on the particular transfer of 
the Board’s institutions contain many excellent reasons 
against the proposal. It is suggested that the 244 


| members of the County Council have quite enough work 


to do already, and that in other directions more work 
is being added; that the 73 members of the Board are 
up to the eyes in work, so that many have to give 
_their whole time to their duties; that co-opting some 
of these 73 on to County Council committees will not 
work satisfactorily; that directly-elected bodies are 
not always most suitable for specialized work. 

The overburdened tax- and rate-payer will probably 
be inclined to support the Asylums Board in its con- 
tentions, if only lar the reason that its report ends 
with the statement that “all experience shows that 
any belief that a reduction in expenditure would 
follow the proposed centralization of administrative 
work is illusory.” In this connexion a story which 


-has reached our ears with regard to one of the new 


great Government departments concerned with co- 
ordination seems apropos. It appears that in order 
to investigate the causes of a recent disaster in a 
provincial town, seven different departments of this 
great Ministry sent down seven different inspectors to 
report on the disaster; and that not one of the seven 
knew that the other six were going! Two arguments 
used by the Asylums Board especially appeal to us. 
In the first place we agree that it 1s premature to 
embark on a piecemeal scheme when the question of 
a larger London with its local parliament is bound to 
come up for discussion. And from the medical point 
of view we may call attention to the -fact that the 
Dawson report is still under consideration both b 


| the medical profession and by the community. If 
-any action is taken on that report the constitution 


of the administrative authority at once becomes of 
supreme importance. Secondly, we agree that the 
County Council, while greedy for power, can hardly be 
greedy for additional work. Asa result the funetions 
now exercised by the Asylums Board would be dele- 
gated to a County Council committee with additional 
members co-opted from outside. These co-opted 
members would do most of the work, and yet would 
be unrepresented at the meetings of the Council. It 
seems unwise at the present juncture to upset an 
efficient organization, and to put in its place an 
unsatisfactory committee of this nature. 

In conclusion we may give the ratepayer one small 
item of information culled from the Metropolitan 
Asylums Board’s report. It appears that for the 
16,000 patients generally found in the 50 institutions 
administered by that body a staff of 9,000 persons is 
required. 


PREVENTION OF TYPHUS FEVER. 
Ir is nowadays something of a platitude to remark 
that the history of typhus fever is the history of hard 


‘times—la storia del tifo esantematico é la storia delia 
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humana miseria is how Professor Lustig! puts it— 
- and its connexion with poverty, overcrowding, and 
dirt is known to everybody. But the question of 

reventing the extension of typhus in countries where 
it is endemic and widely prevalent is one that had but 
little practical interest to dwellers in the British Isles 
until the war came; though it was always of impor- 
tance in Russia, for example, where, acccrding to the 
published official statistics, it caused 120,000 deaths 
in the year 191%. 

Typhus fever was one of the great plagues in the 
recent war in the less advanced countries over which 
the tides of battle swept, such as Serbia and the 
Balkan States generally. Dr. William Hunter has 
published in our columns accounts of the preventive 
work he and his colleagues carried out in Serbia 
during the early part of the year 1915; while Professor 
Lustig of Florence and his coadjutors have given a 
summary of the disease, its cause, methods of trans- 
mission, symptoms, treatment, and prophylaxis, based 
on work done in connexion with the Italian army, 
that is well worth reading. 

It is only ten years ago that the importance of the 
louse in the transmission of the infecting agent of 
typhus fever was pointed out by Nicolle. Relapsing 
fever, too, is carried by the louse. As Dr. Hunter 
remarks in a volume recently published,? these simple 
facts have done much to render the prevention of the 
local spread of typhus and relapsing fever possible. 
When the British mission arrived in Serbia early 
in March, 1915, the epidemic of typhus then raging 
was still on the increase—in three or four months 
there were probably 400,000 cases and 120,000 deaths ; 
the problem to be solved was how to stop the epi- 
demic on the grand scale. He details the nature of 
the preventive measures enjoined, and lays special 
stress on one of them in particular, namely, stop- 

ing as far as possible all movements of people. 

e enforced the total suspension of all railway pas- 
senger traffic—only one train in the twenty-four hours 
being permitted—and suspended all leave from the 
army, which was the chief seat of the epidemic of 
typhus. Never before, he says, had this method of 
preventing the spread of a virulent epidemic disease 
been tried on such a scale and with such success. He 
quotes an interesting conclusion reached by one of the 
best observers of the Irish typhus epidemic in 1842: 
“ The first object which demands attention in a pro- 
posal to remedy any evil is to remove its cause, in 
this case overcrowding in lodging houses. ... Let 
the crowds of inhabitants be scattered.” 

From the medical point of view it is undoubtedly 
gratifying to see that history does not always repeat 
itself. Dr. William Hunter’s papers contain a great 
deal of practical and statistical information of value, 
and will be read with interest by all who are concerned 
in the prevention of infectious disease in times of 
emergency and on tho large scale. 


UNIVERSITY FINANCE. 
Ir is satisfactory to observe that the unhappy financial 
position of the English universities is beginning to attract 
the public attention it deserves, and that both Parliament 
and commercial companies are giving practical evidence 
of their interest. Before the war the universities were 
becoming embarrassed owing mainly to the growing 
number of the departments to be staffed and housed. 
During the war the universities suffered from a dearth of 


Dermotifo Tifo Petecchiale. By A. Lustig, G. Mueller, F. Pepeu, 
F. Pulgher. Milan: Societa Editrice Libraria. 1919. (Double roy. 
8vo, pp. 126; 16 figures.) 

2 The Serbian Epidemics of Typhus and Relapsing Feverin 1915. By 
William Hunter, C B., Colonel A.M.S. London: John Bale, Sons and 
Danielsson, Ltd. 1920. (Cr. 4to, pp. 30-158; illustrated. 7s. 6d. net.) 


students and teachers. Their present difficulties are in 
part due to the very large number of applicants for admig. 
sion; the numbers are greater than can be coped with by 


the existing staff of teachers in the class-rooms ang — 


laboratories available. This is not wholly caused by an 
accumulation of undergraduates due to the war; more 
young men seem to be seeking to enter the profes. 
sions, and the number of women students is immensely 
larger than ten years ago. Whether this increase in 
the number of would-be graduates is altogether healthy 
may perhaps be doubted, and the action of some of the 
Scottish universities in refusing applicants may be whole- 
some even for those who are disappointed. Some such 
policy seems to have become incumbent upon all univer. 
sities, since they are not financially in a position materially 


to increase the staffs of teachers. Those at present 


engaged in university teaching are, almost without 
exception, in receipt of salaries which, with the present 
purchasing power of money, are quite inadequate. A recent. 
inquiry by the Association of University Teachers showed 
that the average salary of a professor was £800, of a 
lecturer £366, and of an assistant lecturer £250. The older 
occupiers of chairs are in some cases not entitled to 
pensions. At the present moment, therefore; the univer. 
sity problem is largely one of finance. The parliamentary 


grant is again to be £1,500,000 next year, but it is far too’ 


small to meet the very difficult position now existing. In 
a letter published in Nature on August 12th, the Vice- 
Chancellor of the University of Leeds has stated that 
through the necessary increases of salaries that university 
has incurred an annual deficit of £25,000, and that to 


maintain the supply of teachers of the right type it © 


needs an additional income of £60,000. His conclusion 
is that the parliamentary grant should be trebled. We 
believe this to be necessary, but even were the larger 
grant made there would still be plenty of room for private, 
commercial, and municipal benefactions. oe 


AN OUTBREAK OF FOOD POISONING. 


An outbreak of food poisoning at Brixton, in which all the | 


members of a household were affected, with a fatal result 
in one case, was investigated at an inquest held on August 
3rd and 10th, at the Westminster Coroner’s Court. The 
reports of the medical evidence seem to have excited con- 
siderable interest in the lay press, although the methods 
of the medical investigation, the bacteriological findings, 
and the symptoms associated with.the food poisoning in 
no way differed from those of previous outbreaks. Cer- 
tainly some of the garbled reports in which it was stated 
that the lady of the household was a carrier of the Bacillus 
colt were somewhat startling. The facts of the case, as 
far as we can gather them, are as follows: Of ten members 
of the household, three individuals became ill about mid- 
night of July 25th, six twenty-four hours later, and one on 
the subsequent night. They all suffered from the same 
symptoms typical of food poisoning—feverishness, rapid 
pulse, sickness, and violent colicky pains. Dr. Joseph 
Priestley, the medical officer of health of Lambeth, to 
whom the occurrence was reported, had the various articles 
of diet investigated, and by a process of exclusion came to 
the conclusion that the only food that appeared to be 
common to the whole of the household was a steak 
and liver stew which had been partaken of on the 
Saturday, and the gravy of which was used with a roast 
joint on the Sunday. It is interesting to know that the 
individual who became ill on the last day had not shared 
in the household meal on the Sunday, but had eaten the 
food next day. The tracing of the infected food, there- 
fore, did not present any peculiar difficulties. Two members 
of the household who first sickened had alone partaken 
of a meal served with parsley butter, and it is possible 


“that that served as the vehicle of infection. The medical 


officer of health is to be congratulated on the promptitude 
with which he sought the bacteriologist’s aid and his good 
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in being able to obtain remains of the infected food, 
pear too ian disposed of before investigations can be 
made. Dr. Braxton Hicks, of Westminster Hospital, found 
in the fatal case the typical signs of food poisoning; and 
Dr. Schutze of the Lister Institute, who has had consider- 
able experience in the bacteriology of organisms of the 
food poisoning groups, was able to isolate from the post- 
mortem material (portions of large and small intestines, 
liver, and spleen) and from the gravy of the steak and liver 
the B. aertrycke. The blood of several of the victims 
showed agglutinins for this organism. According to the 
Medical Research Committee's Report (Special Series 
No. 51) on the Laboratory Diagnosis of Acute Intestinal 
Infections, the Aertrycke bacillus—which belongs to the 
same group of organisms as B. paratyphosus B and 
B.. enteritidis, Gaertner—is the commonest organism 
concerned in food poisoning in England, and of its two 
strains, the Newport strain originally isolated by Dr. 
Schutze, and the Mutton strain isolated by Dr. Hutchens, 


the latter is the more commonly met with. In this parti- 


cular outbreak it was the latter strain that was discovered. 
The Newport strain, on the other hand, was the one found 
by Perry and Tidy in the outbreak that occurred at a 
dépot in France amongst our troops in 1918. These 
authors, whose observations are recorded in a report to 
the Medical Research Committee (Special Series No. 24), 
were able to isolate the B. aertrycke from 78 cases, and 
to run to earth a carrier of the organism who was em- 
ployed in the cookhouse. In the recent Lambeth outbreak 
it was supposed, though the evidence is by no means con- 
clusive, that the mother of the family, who had been ill 
a few days beforehand, may have acted as the carrier of 
the organism and infected the food which she prepared. 
On August 16th an inquest was held at Westminster on 
the body of another member of the household, a girl of 15, 
who died on Saturday last. It appeared from the evidence 
of a house-physician at the Westminster Hospital that a 
bacteriological examination had been made in this case 
without discovering the organisra. The coroner recorded 
a verdict of death from misadventure from gastro-enteritis 
following food poisoning. 


HOME AMBULANCES. 
Tne way in which the work of the home ambulance service 
is expanding is proof that the scheme instituted less than 
a year ago by the Joint Council of the British Red Cross 
Society and Order of St. John meets a real need. Alto- 
gether, at the present time, motor ambulances are stationed 
at 264 places all over the country. The ambulances have 
been supplied in response to requests from localities as 
fast as they can be got ready. The average period of 
service of the ambulances at work is nine months, but 
the cases carried number 21,157, and the distance run is 
262,761 miles. The large number of patients carried proves 
that the aim of the Home Ambulance Committee to link 
the hospital with the home of the patient is being fulfilled. 
The further fact that the number of patients carried is 
increasing very rapidly is proof that as the existence of the 
home ambulance service becomes more widely known its 
usefulness is correspondingly increased. Applications for 
ambulances have been received from forty-eight new dis- 
tricts, and they will be supplied as soon’as they can be com- 
pleted in the committee’s workshops. The local administra- 
tion of the service is in the hands of the county directors. 
The ambulances have been lent subject to the condition 
that the cost of their maintenance is provided locally. 
In many districts no charge is made for the use of the 
ambulances, their maintenance being provided for by 
voluntary subscriptions or by public authorities, but 
in others an attempt is made to render the scheme 
self-supporting. Such returns as are available as to the 
cost of the service are very encouraging ; many counties 
during the last quarter have more than covered the cost 
of maintenance by fees received from patients. Far 


ninety-three ambulances, for which figures have been 
provided, the cost for the quarter ending June 30th was 
£2,480, all of which, with the exception of £121, was 
recovered in fees, ; 


_ PREGNANCY AND PULMONARY TUBERCULOSIS. 
Ar the present time it is probable that few physicians 
would hesitate to answer in the affirmative the question, 
“Are pregnancy and pulmonary tuberculosis reciprocally 
injurious?” Every student of Osler’s Medicine is familiar 
with Dubois’s aphorism: “If a woman threatened with 
phthisis marries, she may bear the first accouchement 
well; a second, with difficulty; a third, never.” This 
aphorism with time has become almost a dogma. In the 
August number of Tubercle the most recent publications 
on the subject are reviewed, and prominence is given to 
a comprehensive critical study by Professor Forssner of 
Stockholm. Up to 1916 he often induced abortion on 
account of pulmonary tuberculosis, assuming that such a 
severe drain on the organism as pregnancy and the puer- 
perium could not but be injurious to the patient. He 
always took this step in consultation with an internist, who, 
as he puts it, acted as the brain, while he acted as the 
hand that carried out the promptings of the brain. Then 
he had the experience with which many a conscientious 
teacher is familiar. While demonstrating two cases he 
was struck by the weakness of his a priort arguments; 
they convinced neither himself nor his pupils. His 
doubts were confirmed by his reading; the argu- 
ments of every writer he consulted were not proof 
against the most elementary criticisms. He was thus 
driven to confess that the induction of abortion 
on this indication was an unwarrantable step in the 
dark. Most of the authorities he consulted seemed 
oblivious to the fact that pulmonary tuberculosis is a 
disease frequently fatal by itself, often running a 
capricious course marked by alternate periods of activity 


.and quiescence. No one apparently has compared in 


sufficient numbers the fate of pregnant tuberculous women 
with that of women whose tuberculosis was not thus 
complicated. Professor Forssner has analysed the large 
material available at Swedish tuberculosis dispensaries, 
and has traced 133 patients who were under observation 
for at least a year after their confinement. Among the 
first-stage cases the disease was unaffected by pregnancy 
in 77 per cent; among the second-stage cases it was 
unaffected in 62.5 per cent., and among the third-stage 
cases in 41 per cent. The “controls” were 881 women 
between the ages of 17 and 45. Their subsequent fate 
did not indicate that they were any better off than the 
patients who had become pregnant. A readjustment of 
the figures so as to distinguish between the cases of latent 
and active disease also failed to show that the prognosis 
was worse for the pregnant than for the non-pregnant 
patients. Professor Forssner found also that the fate of 
the progeny of tuberculous mothers was not as hopeless ag 
is commonly assumed, and he came to the conclusion that 
the induction of abortion does not, as a rule, help to 
combat active tuberculosis. In his opinion, the accumu- 
lated evidence bearing on the problem of tuberculosis and 
child-bearing is so untrustworthy that it must be taken up 
from the beginning as a new and unexplored field, 


INTERNATIONAL CONGRESS OF COMPARATIVE 
PATHOLOGY. 
Tue second international congress of comparative patho- 
logy, which was+to have taken place in 1914, will be held 
in Rome Waring April, 1921. The organization will follow 
much the same lines as those of the first congress, which 
met at Paris in 1912. Professor E. Perroncito will pre- 
side over the congress, and the general secretary is 
Professor Mario Levi della Vida. A committee is being 
formed for Great Britain, with Professor Nuttall as 
honorary secretary. The general secretary requests that 
those desiring to contribute to the congress papers dealing 
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THE POSTURAL ACTIVITY OF MUSCLE. 


with the comparative pathology of man, animals, and 
plants will send to him before December 15th the titles 
of their communications, together with abstracts about 
25 lines in length. Pathologists or others who wish to 
attend should write either to the general secretary, at 
58, Vid Palermo, Rome, or to Professor G. H. F. Nuttall, 
F.R.S., at Longfield, Madingley Road, Cambridge. An 
admission fee of 40 lire will be charged. Among the 
subjects provisionally fixed for discussion are: Influenza 
of man and animals, cancer and sarcoma, rabies and the 
results of Pasteurian vaccination, plague among ruminants, 
‘chicken-pest and bee-pest, evolutionary cycles of Dibothrio- 
cephalus latus and Ascarides, scabies of man and animals, 
nerve regeneration, vegetable symbiosis and parasitism. 


THE POSTURAL ACTIVITY OF MUSCLE. 

In his Cavendish lecture, delivered this year to the 
West London Medico-Chirurgical Society, Professor C. S. 
Sherrington, F.R.S., discussed present-day conceptions of 
corporal posture and of the mechanism of its production. 
In lieu of describing his own important researches on the 
reflexes among mammals, Professor Sherrington modestly 
elected to devote the greater part of his address to a 
critical exposition of the current trend of physiological 
opinion regarding posture; this opinion, he said, had 
lately approached “an attitude of disillusion.” The 
lecturer contrasted the reflex muscular response in the 
pithed frog with that seen in the cat or dog in which the 
cerebral hemispheres only have been ablated. In the 
muscular contraction which ensued in the latter animal 
aere was no close correspondence between the dura- 
eion of afferent stimulus and that of reflex response, 
which might last as long as an hour. This per- 
sisting contraction or postural reflex did not occur if 
the afferent nerve originating in the muscle had been 
divided. For the existence of the postural reflex it was 
necessary that (1) the cerebellum, labyrinthine nuclei and 
especially the red nucleus, and (2) the spinal reflex arc 
originating in the muscles, should both be intact. The 
postural tonic reflex was produced in the spinal centres, 
buié for its existence influences from the above-named 
supraspinal centres were necessary. An important feature 
of the reflex as seen in the mammal was the plasticity and 
loss of elasticity exhibited by muscles; for example, if the 
knee, to which the great extensor muscle only had been 
left attached, were placed by passive movement in suc- 
cessive positions of different degrees of flexion, the muscle 
preserved a constant state of tension for prolonged periods 
of time, and until moved to a fresh position the knee con- 
tinued to exhibit a constant degree of flexion. Allusion 
was made to similar phenomena seen in the hinge muscles 
of bivalvular molluscs. In the postural reflex of standing 
there was a co-ordination of very many factors; each 
“anti-gravity”’ muscle concerned exhibited its own par- 
ticular reflex tonus or posture—a reflex cf which the 
afferent impulse arose within the muscle itself. Ex- 
perimental evidence indicated that co-ordination of these 
reflexes took place in the cerebellum. A similar mechanism 
for adjustment of muscle tension independently of length 
was seen in the circular muscles of the hollow viscera, 
such as the stomach or. bladder. Postural reflexes were 
to an extraordinary extent immune from fatigue: the dog 
or cat exhibiting them would remain standing for several 
days. Chemical investigation had shown that these 
reflexes were extremely economical and accompanied 
by an almost infinitesimal catabolism ; they were 150,000 
times less expensive than voluntary muscle contractions. 
Dutch experimenters had brought forward evidence—from 
both the frog and the mammal—to show that in the 


maintenance of the postural reflexes the efferent path lay — 


along the sympathetic rather than the somatic nerves to 
the muscles. To some extent confirmation of this was to 
be found in the investigations of certain histologists, who 
believed that they had demonstrated that each muscle 


fibre had two motor nerve endings—the larger (and well 
known) motor end-plate, and a smaller one connected 
with efferent. sympathetic fibres. Italian workers, as a 
result of the study of the heart of the turtle, had 
suggested that the sarcoplasm was responsible for 
muscle tonus, which was caused by change in the fluid, 
not the fibrils, of a muscle fibre. The view that postural 
tonus was due to a clotting (in response to nervous 
impulses) of the fluid sarcoplasm brought the latest 
experimental and histological investigations into line, 
and was regarded by Professor Sherrington as a con- 
venient working hypothesis. In conclusion he advised 
the less frequent use of the word “tonus.” This term 
had much significance in the controversy between the 
mechanical school and the “ vitalists,” who claimed tonus 
as peculiarly their own. It disappeared from the writings 
of the mechanical school of physiologists, but was reintro- 


duced by Miiller about a century ago. At the present day, 


in view of the new views held as to the activity of muscle 
in regard to posture, it was probably preferable to speak 
more of posture and less of tonus. 


CEREBRO-SPINAL FLUID AND HYPOPHYSEAL 
EXTRACTS. 
JacoBson has investigated the much-debated questions of 
the pressor and other effects of cerebro-spinal fluid and 
extracts ‘of the pituitary body.! He employed the cerebro- 
spinal fluid withdrawn from thirty-nine patients by lumbar 
or ventricular puncture, as well as a large amount of bovine 
cerebro-spinal fluid; these he compared with artificial 
spinal fluids—namely, solutions of the inorganic salts 
found in the normal cerebro-spinal fluid. He found that 
moderate concentrations of human and bovine spinal fluid, 
when injected intravenously, usually caused a slight de- 
pressor effect, followed by a more or less prolonged pressor 
effect, and that when the concentration was increased such 
effects were more pronounced. With the artificial spinal 
fluid in concentrated form he obtained usually a depressor 
response quite similar to that given by like concentrations 
of human and bovine spinal fluids. Further, he prepared 


fresh extracts of several hundreds of ox pituitaries, using — 


whole glands and making extracts from the anterior and 
posterior lobes, the pars intermedia, and the colloid 
material found in the interlobular cleft. The responses to 
injections of these extracts were found to be very variable 
indeed. Extracts of the anterior lobe exhibited mainly a 
depressor effect, those of the posterior lobe a moderate 
depressor followed by a specific pressor effect; those 
of the pars intermedia showed a small depressor 
followed by a pressor effect, whilst extracts of the 
whole gland showed a neutralization of the depressor 
and pressor effects. The posterior lobe secretion, if it 
is a specific secretion, is most probably produced in the 
pars intermedia and finds its way into the pars nervosa. 
The posterior lobe extract on intravenous injection ap- 
peared to have an antidiuretic rather than a diuretic effect, 
and glycosuria was produced in a number of cases, 
especially in rabbits. One of the author’s conclusions 
seems well fortified—namely, that there is no definite 


evidence of the presence of a pressor substance in the - 


cerebro-spinal fluid suggestive of any posterior lobe secre- 
tion, and it would seem rather unlikely that the pituitary 
gland gives its secretion into the ventricles or into the 
cerebro-spinal fluid. 
common to various tissue extracts and are identical 
with those of histamine. 


SUFFOCATION BY THE COLLAR OF A NIGHTSHIRT, . 


Tae following curious case is reported by a Norwegian 


medical man, Dr. H. Norbye.? In the autumn of 1919 he © 
was summoned to a hut where a forester, aged 24, and , 


a companion shared the same bedroom. The 


1 Johns Hopkins Hosp. Bull., June, 1920. 
2 Tidsskrift for Den Norske Laegeforening, July 1st, 1920, 


The physiological responses are . 
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had been awakened at 5 a.m. by inarticulate sounds from 
the forester, who was found lying on his back gurgling 
and unconscious. His eyes were wide open, his face was 
cyanosed, and there was froth about his mouth. He flung 
his arms about, but did not answer when spoken to. His 
companion propped him up in bed, with his feet hanging 
over its edge. In this position he soon recovered, but for 
the rest of the day he felt dizzy and weak. About thirteen 
hours later the author examined him, and found numerous 
small cutaneous haemorrhages about the neck. Their 
upper limit was sharply defined by a line corresponding 
to the upper part of the larynx; their lower limit was ill 
defined, and they extended to the upper part of the trunk 
and the shoulders. The examination of the heart, lungs, 
abdomen, and urine was negative. The patient had taken 
no alcohol on the previous day, he had eaten the same food 
as his companion, and there was no recor of any fits or 
of previous illness, apart from a slight attack of pleurisy 
eatlier in the year. He did not vomit on this occasion, 
nor was there involuntary escape of urine or faeces. The 
collar-band of his shirt was firm, but it was loose enough 
to admit several fingers between it and the neck. The 
author suggests that the patient had lain on his back and 
had pushed himself up in bed while he slept, pulling on the 
back of his shirt and thus tightening the pressure of its 
collar on the front of his neck. There was no fire in the 
room, so CO poisoning could be eliminated. Dr. Norbye 
remarks that had not the companion awakened and acted 
as promptly and effectively as he did the case might 
have ended fatally and the companion would without 
doubt have been compromised, 


We regret to record the death, on August 8th, at 
Farnham, of Dr. Philip John Hensley, consulting phy- 
sician to St. Bartholomew’s Hospital, in his 82nd year. 


— 


PRESENTATION TO DR. J. A. MACDONALD. 


Tus following further subscriptions have been received 
from August 9th to August 14th, in response to the 
appeal published in the Jourvau of July 24th (p. 129), 
towards a presentation to Dr. J. A. Macdonald on the 
occasion of his retirement from the office of Chairman 
of Council of the British Medical Association which he had 
held for ten years. Subscriptions of any amount not 
exceeding five guineas should be made payable to “The 
Macdonald Presentation,” and sent to the Medical Secre- 
=e Medical Association, 429, Strand, London, 
W.C.2, 


Firta List oF SUBSCRIBERS. 


£8.d. £s.d. 
Brought forward from last McDougall, Dr. W. S., © 
listof subscribers. 9 Waliington, Surrey .. 11 06 
Alcock, G. Herbert, Bed- McKisack, Dr. H. L., 
Basset, Dr. Walter, New- McVail, Dr. John,Tarbert, 
port, Mon. ... Loch Fyne, N.B.... 
Bradshaw, Dr. T. R., Marshall, Dr. Jean M. F., 
Courtauld, Dr. Elizabeth, Parkhill, Dr. §. J., Burton- 
Halstead, Essex... 2 2 Of on-Frent .... 
Cox, Dr. Franklin, Read- Paymaster, Captain §. A., 
Davey, Dr. S., Caterham BlackSea .. 6 
Valley,Surrey ... _... 1 1 Robertson, Dr. CharlesE., 
Trafford, Manchester... 1 1 0} Sandoe, Dr. J. W., Broad 
Edinburgh sis 1 1 0/Sharp, Dr. Alice C., 
Divine,Dr.John, J.P.,.Hull 1 1 0} Taunton_.,. 
Dixon, Prof. W. E., Cam- Simpson, Dr. W. Petrie, 
bridge 1 1 Bathgate, West Lothian 1 1 0 
Fullerton, Dr. Andrew, Thomas, Dr. W. E., 
C.M.G., C.B., Belfast .. 1 1 0 Ystrad-Rhondda... pee 
Hill, Dr. T. Eustace, Dar- Walter, Dr. R. Hensleigh, 
lington.... ax Stoke-under- Ham, 
Husbands, Dr. H. W., Somerset «. 
Taunton ... ve -. 1 1 0; Watson, Dr. R. Munro, 
Jones, Lieut.-Col.Herbert, Harrogate ws 1236 
R.A.M.C.T., Hereford ... 2 2 Wigmore, Dr. J., Bath .. 010 6 
Laslett, Dr. Hull . 1 1 0} Willson, Dr. J. Wherry, 
Lewis, Dr. W. H., Llan- Bradford ... pat a 0 
santffraid, Montgomery 1 1 0| Withers, Lieut.-Col. 8. H., 
Lindsay, Professor J. A., C.M.G.. Military Hos- 
Locket, Dr. T. Wood, ‘ 
Bratton, Wilts .. .. 11 OF 669 7 6 


Medical Notes in Parliament. 


The Parliamentary Session. 

Estimates of the Parliamentary Session, now adjourned 
until October 19th, will depend, like most other apprecia- 
tions, on the point of view. No survey of the work done 
can follow yjgid lines of classification, inasmuch as any 
divisions attempted must be subject to overlapping; but, 
broadly, the three topics which each in turn has claimed 
attention have been Foreign Affairs, Finance, and Home 
Administration, with especial reference to the adjustment 
of industrial troubles and the reorganization of health 
services to help repair the ravages of the war. 

As to Foreign Affairs, it will be said that the Prime 
Minister was, in the early days after the war, far too 
sanguine as to the prospective rate of recovery of Europe’s 
body politic. Its members suffered from too many dis- 
eases; but it may be that his optimism, besides being in 
some degree temperamental, has been cultivated in the 
conviction that this quality—at least in demeanour—has 
value for the statesman in critical times, just as it has for 
the physician. Europe to-day, however, is still sick; and 
the danger of complications and relapses has been all too 
evident during the past week. Only by comparing con- 
ditions with what they were in the dark days of the war 
can we get the satisfaction of recognizing how much 
progress has been made towards a happier state of affairs. 

As to the financial outlook of our own country, it is at 
any rate a relief to know that, as a nation, we are no 
longer exhausting our resources; with this year’s Budget 
we have stopped the excess of expenditure over income, 
and we have also estimated for a substantial provision to 
reduce the appalling burden which the war has put on the 
people. It is, however, a grave fact that the Chancellor 
of the Exchequer reckons our taxation to be at its highest 
possible point; and there is all too evident cause for fear 
that unforeseen charges may reduce our prospective sur- 
plus. Financiers also remind us that we are now getting 
in Excecs Profit Duty, and in other receipts, the benefits of 
two kinds of business—that which belonged essentially to 
the war, and that which was held up by the war. Add to 
these facts the ominous industrial outlook, with the in- 
security it means for trade activity, and it will be realized. 
that we are far from seeing the light. The outlook re- 
mains darkly clouded, and it is essential that the need for 
earnestness in production should be brought home to the 
community if the prosperity which can be secured is 
to be obtained. 

For the medical profession, however, the matters which 
have most immediate interest are home administration 
and the legislative action being taken for health services. 
The session, viewed from this standpoint, has been fruit- 
ful, and there is reason to congratulate Dr. Addison on his 
persistency in well-doing through good report and ill—this 
amid the distractions of a housing campaign which is 
subject to so many embarrassments. The Health Insurance 
Amendment Act makes certain technical improvements in 
the administration of the panel system and provides for 
a somewhat more adequate return to the insurance prac- 
titioner. The extra grant obtained from the Treasury for 
the Medical Research Council is a distinct score in these 
days. In point of fact, the Ministry of Health is applying 
itsclf to the arrears of many years, and thus it is there is 
such a clash of urgent calls. One of the most difficult 
problems that remains to be taken up is that of the 
maintenance of hospitals. The crisis, so far as London is 
concerned, has been staved off for the moment through 
King Edward’s Fund, on the appeal by Dr. Addison; but the 
situation must very soon be faced as a whole, and an 
attempt made to deal with it on large lines. 
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As regards tuberculosis, a step has been taken in the 
grant already sanctioned for village colonies. A new grant 
has been made by the Treasury to the port authorities for 
protective measures against the introduction of disease 
from the stricken countries of Europe. Another useful 
thing done in the session is the passage of the Dangerous 
Drugs Bill to regulate the importation, éxportation, manu- 
facture, sale, and use of opium, morphine, cocaine, etc., 
thus giving effect to the International Opium Convention 
signed at the Hague more than eight years ago. The 
Census Act, which became law last week, also shows in 
its provision for local censuses and other new features a 
larger outlook for securing a basis of useful knowledge. 

* Last, but certainly not least, amongst the health legisla- 
tion proposals should be mentioned, of course, the Pro- 


_ prietary Medicines Bill, which, under the care of Lord 


Astor, has passed through Committee of the House of 
Lords. As has already been pointed out in these columns, 
an overwhelming case for that measure was made out 
previous to the war by the Select Committee of the House 
of Commons, which spent three years in taking evidence 
before reaching its conclusions. The bill, by its cardinal 
proposal for the registration of proprietary medicines and 
surgical appliances, offers no obstacle to legitimate trade, 
but is designed to protect the community against false 
claims and pretensions intended to deceive. It was empha- 
sized in the course of the debate in the Lords that the 
bill is urgently required to meet three dangers arising from 
secret remedies: (1) Delay in obtaining appropriate treat- 
ment; (2) injury by noxious drugs; and (3) harm—often 
not less sericus—from the ignorant use of drugs which in 
skilled hands are beneficial. Under this bill all reasonable 
care is promised for the preservation of trade secrets that 
have bona-fide claims; and the right of appeal to the 


High Court is given to every trader who may think himself 


wrongly dealt with by the Registrar. 

- To say much in these columns about the valuable work 
done by medical men in Parliament would be invidious, 
but it is fortunate that, at a time when health matters have 


_ become so prominent, there should be a much larger leaven 


of qualified medical opinion in the House of Commons 
than used to be the case, and that the medical Members of 


_ Parliament have responded with so much zeal and good- 


will to the constant demands made upon them by reason 
of their special knowledge. 


Army Council Constitution. 

Lieut.-Colonel Fremantle asked, on August 10th, whether 
the War Secretary had considered the advisability of 
guarding against the breakdown of medical arrangements 
and of securing greater physical efficiency in. military 
operations by placing the Director-General of the Army 
Medical Service on the Army Council with responsibility 
to secure the full consideration of health matters and the 
execution of medical arrangements. Mr. Churchill replied 
that whenever matters affecting the medical organization 
or administration were under consideration the Director- 
General of the Army Medical Service was called upon to 
give the Army Council the benefit of his services. He did 
not think that there was any advantage to be gained by 
making him a member of the Council. Lieut.-Colonel 
Fremantle asked whether it was realized that the 
Director-General had to deal with a very large number of 
medical problems which arose on strategical questions 
upon which he alone could give a technical opinion. Mr. 
Churchill said that point had been very carefully con- 
sidered. They had the benefit of the advice of the 
Director-General at any time, and of very highly skilled 
officers ; but that was no reason why these officers should 
be added to the Army Council. Lieut.-Colonel Fremanile 
asked how it was proposed to get over the difficulty of 
possible arrangements in campaigns coming under the 
head of three different departments with three different 


members of the Army Council. There must be a divided + 


Council and difficulties arising. Mr. Churchill answered 
that he did not think there was any great difficulty. 


Ministry of Health (Miscellaneous Provisions) Bill.. - 
Dr. Addison, on August 16th, introduced, under the titlg 
‘* Ministry of Health (Miscellaneous Provisions) Bill,” g 


TEE parry 
t 


7 


measure the first part of which deals with housing, ang — 


the second with various health matters. Of these latte 
the most important subjects taken up are the treatment 
of incipient mental disorder and the extension of powerg 
of county councils so that they may supply and maintain 
hospitals and ambulances. 


Treatment of Mental Disease in Homes. | 

In regard to the treatment of incipient mental disorder it jg 
laid down in Clause 10 of the new bill that a person shall no 
longer be liable to any penalty (if the required conditions arg 
complied with) i 

For receiving to board, lodging or taking charge of, for a period 
exceeding six months, or such longer period not exceeding twelyg 
months as may be approved by the Minister, and whether for payment 
or not, any person suffering from mental disorder which is incipient 
in character and of recent origin, but not being a person who has been 
certified under the Lunacy Acts 1890 to 1911, or in respect of whom ag 
order has been made under the Mental Deficiency Act, 1913. , 

To this is attached the provision that— A 

Nothing in this section shall authorize any person who has been re 
ceived into any institution, home or house under this section to be 
detained therein if he delivers to the superintendent or other 
by whatever name called, having the charge of the institution, home 
or house, or sends by post to the Minister, notice in writing that he 
desires to be discharged therefrom. af 

The required conditions for the purposes of this section arg 
set out in the bill. 


Provision of Hu:pitals by County Counsils. 

In regard to the provision of hospitals, etc., Clause 11 of the 
new bill lays down that the council of a county shall have 
power— ; 

(a) to supply and maintain hospitais (including out-patient depart 
ments) for the treatment of illnesses and diseases generally, or for the 
treatment of any particular illness or disease, or any particular class 
of illnesses or diseases; and ‘ 

(b) to contribute, on such terms and conditions as may be approved 
by the Minister, to any voluntary hospitals or similar institutions 
within their area; and 

(c) to undertake the maintenance of any Poor Law hospitals or 
infirmaries within their area; and 

(d) to establish and maintain, or to contribute towards the cost of 
or otherwise aid in establishing or maintaining, an ambulance service 
for dealing with cases of accident or illness within their area. : 

The councils of two or more counties may, with the consent 
of the Minister and subject to his conditions, combine for the 
purposes of supplying and maintaining hospitals under this 
section and appoint a joint committee. Again: 

Section 122 of the Public Health Act, 1875 (which gives powers to 
recover the cost of the maintenance in hospital of a person who is not 
@ pauper), shall apply to any patient who has received treatmentina 
hospital maintained by the council of a county under this section, and 
the council shall have the same power of recovering expenses as is 
given to a local authority under thatsection. . : 

Further subsections set forth that expenses under this section 
shall be defrayable, in the case of a county council, as expenses 
for general county purposes, and in the case of a county 
borough council as expenses incurred in the administration of 
the Public Health Acts, 1875 to 1898. A council shall have 
power to borrow, with the approval of the Minister of Health, 
sums required for the purpose of the section, subject to Acts 
of Parliament which govern local borrowings. By this pro- 
vision of the bill it appears to be implied that any large scheme 
will necessarily be subject to the approval of the Department. 

A later clause of the bill prohibits the sale of clinical 
thermometers except as tested, approved, and marked in 
accordance with regulations to be made by the Minister of 
Health ; another authorizes the inspection of aliens by medical 
officers of port sanitary authorities; and a third is to repeal the 
law which prohibits the holding of post-mortem examinations in 
mortuaries. 


Colonial Medical Service Report.—Lieut.-Colonel Amery, in 
reply to a question by Lieut.-Colonel Fremantle on August 10th, 
said he hoped to be able to announce immediately after the 
recess the decision of the Colonial Secretary in regard to 
publication and action upon the report of the Committee 
——. recently investigated the conditions of Colonial Medical 

ervice. 

University of London: Bloomsbury Site-——Mr. Gilbert asked 
the Chancellor of the Exchequer, on August 16th, whether, 
having regard to the fact the Government did not propose to 
a with the purchase of the. Bloomsbury site for the 

niversity of London unless and until the University accep 
the offer, and having regard to the report of the valuer of the 
London County Council as to the relative value of certain sites, 
and the present inability of the Government to offer any con- 
tribution towards the erection of the required buildings on the 
Bloomsbury site, he would hold over the purchase money for 
the site to be devoted to such purposes, subject to the approval 
of the Government, as the Senate of the University might 
recommend as most serviceable for the recognized object of the 
University, and for the furtherance of University education 
in London as the metropolis of the British Empire. Mr. 
Chamberlain replied in the negative. He said for the 
reasons he had given on the previous Tuesday, the offer 


of the Government related only to the Bloomsbury site. 
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ame day Major Barnes asked if the acquisition of the 
site was susgested to the Government by anyone 
guthorized to speak for the University of London; if the 
Government was committed to the purchase of this site; if so, 
what was the purchase price, the available building area, the 
dates upon which the purchase would be completed and 
ession of the site given, and to what use it would be put 
should it not be accepted by the University; whether the 
Government were willing to assist the concentration of the 
University, on & suitable site, or only upon this particular site ; 
and, if the former, whether they would give consideration to a 
uest for assistance by the University, if it should come to 
the conclusion that concentration was desirable, but that some 
other site would be more suitable. Mr. Fisher, in a written reply, 
stated that the Government decided that the Bloomsbury site 
was undoubtedly the best for the purpose, after careful considera- 
tion of alternative sites, and of the views expressed by the 
ublic bodies concerned, including, of course, the University 
Itself. As stated by the Chancellor of the Exchequer on August 
10th, the Government was not prepared to ask the general 
taxpayer for the extraordinary contribution involved, except in 
respect of the unique opportunities afforded by the Bloomsbury 
site. The Government was not committed to the purchase of 
the site, and he was not in a position to make any statement as 
to the purchase price proposed to be paid. In regard to the 
area and date of possession, Mr. Fisher referred Major Barnes 
to answers given on June lst and June 7th. 


An Imperial Medical Service.—Lieut.-Colonel. Fremantle, on 
Aogust 10th, asked whether the Army Council had as yet (as it 
was promised they should do after the war, and again promised 
on March 22nd last) considered the creation of an imperial 
medical service, or other steps with a view to efficiency and 
economy of effort. Mr. Churchill a that the proposal put 
forward by Lieut.-Colonel Fremantle had been carefully con- 
sidered; but the Council were not satisfied that it would be 

racticable in the best interests of thearmy, and they were not, 

erefore, prepared to carry the matter further. He wished to 
int out also that the army was only partially concerned with 

e question of the formation of an imperial medical service, 
and that there were other departments—for example, the 
Ministry of Health—which were vitally interested. 


Prison Medical Service.—Mr. Hancock asked, on August 10th» 
whether the Home Secretary would consider the desirability of 
the. transfer of the Prison Medical Service to the Ministry of 
Health, and of prison education to the Board of Education. 
Mr. Shortt replied that the arrangements for maintaining the 
health of prisoners and providing means of education were in- 
timately bound up with the question of prison administration, 
and it was most undesirable that the responsibility for these 
should be divided between three separate departments of the 
Government. 


~ State Control of Hospitals——Mr. Purchase, on August 9th, 
asked the Minister of Health whether there had been submitted 
to him ‘‘a scheme for the State control of health and of hos- 
pital administration ’’; and whether he could give an estimate 
of the cost of such a scheme. Dr. Addison replied, ‘‘The answer 
to the first part of the question is in the negative, the second 
part, therefore, does not arise.” 


Third London General Hospital, Wandsworth.—_In reply to 
Mr. Clynes, on August llth, Dr. Addison said that he had made 
every effort to secure the retention of the Third London General 
Hospital, Wandsworth, for the use of the civilian population. 
He had ascertained that the site of the hospital was held by the 
London County Council on trust for the purpose of an open 
space; that it was acquired by them before the war for that 
os from the Royal Patriotic Fund Corporation at less than 
market value in consideration of the use to which it was put; 
and that the corporation objected to its use for a civilian hos- 
pital, and urged that the conditions upon which the land was 
sold must be adhered to. Moreover, he understood that part of 
the price paid for the land was subscribed locally, and that 
there was strong opposition to the land being diverted from use 
by the public as an open space. He was advised that legisla- 
tion would be necessary to secure the retention of: the hospital 
upon its present site, and in the circumstances he did not think 
that Parliament would be willing to give the necessary powers. 
He therefore regretfully concluded that he must abandon his 
efforts to obtain the use of the hospital on its present site for 
the civilian population. 

League of Nations Health Organization.—Asked, on August 
10th, by Sir J. D. Rees, how it was proposed that the cost 
of establishing a permanent health organization by the League 


of Nations should be met, Mr. Harmsworth said that the 


expense of organizations set up by the League of Nations would 
be met from the Consolidated Fund, to which His Majesty’s 
Government, amongst others, contributed. 


Tuberculosis in Leicestershire.—Major Sir K. Fraser asked, on 
August llth, if the Minister of Health would take steps to 
rove the ventilation of the factories and schools in Leicester- 
shire, with the view of checking the increase of tuberculosis in 
thisarea. Dr. Addison replied that the number of notifications 
of tuberculosis in Leicestershire had diminished from 524 in 
1914 to 364 in 1919. The decrease was general throughout the 
country, the corresponding figures for England and Wales being 
95,808 in 1914 and 74,647 in 1919. 


Drugs and Dressings in India.—My. Spoor asked, on August 
lith, whether the attention of the Secretary for India had been 


Gawn to the circular letter issued on September 15th, 1919, by 


Budapest. 


- 


the Government of India (Indian Munitions Board) ‘to the 
various local governments and administrations in India, con- 
cerning the drugs and surgical dressings required by the force 
in the field, ar to the Government by a firm of chemists 
in Bombay, and stating that the drugs were so adulterated and 
the dressings so medicated, and otherwise below the represented 


quality. as to imperil-the lives of soldiers; and that the name of 
e 


firm had therefore been removed from the Government of 
India list of contractors. Mr. Spoor. further asked whether the 
Government was taking = action in the matter. Mr. Montagu 
pepres that he had no information on the subject, but would 
inquire. 


Approved Societies’. Valuation.—In repl to Mr. Cautley, on 


llth, Dr. Addison stated that the valuation of 
eac 


| Of the 12,000 approved societies and branches which ' 
administer National Health Insurance is being proceeded with . 
under the supervision of the Government actuary. Very satis- : 
factory progress was being made, but the announcement of the 
peep not be expected before the end of the year at the 
earliest. 


Imported Potable Spirits.—Colonel Gretton put a question, on! 
August 11th, as to the alleged bad quality and injurious results” 


arising from the consumption of certain imported potable 
spirits. Dr. Addison said inquiries had been instituted into the 
allegations, and he should be glad to consider any specific 
information which Colonel Gretton might have. 
Sale of Food and Drugs Act the vendor of any article of food or’ 
pea injurious to health, or not of the nature, substance, and‘ 
quality 


nder the.. 


emanded, was liable to prosecution. The Acts were’. 


administered by local authorities, and the Ministry of Health — 


had no powers of condemnation. 


Blind Persons Bill—Dr. Addison stated, on August 3rd, in 


answer to Sir Cyril Cobb, that his estimate of the cost which; 
would be thrown on the ier | by the Blind Persons Bill, 
was, in respect of England and Wales, £17,000 per annum for’ 


pensions; it was proposed that the annual charges in respect of - 


capital expenditure and the maintenance expenses incurred by 
local authorities under the bill should be borne equally by the 
Exchequer and the local rates. The annual expenditure was 
estimated to reach £50,000. 


Condemned Food at Newcastle-on-Tyne.—Mr. McCurdy in- 
formed Mr. Gratton Doyle, on August 3rd, that he had read. 
the report of the corporation veterinary inspector for the four 
weeks ended July 10th. He found that during the period a 
certain quantity of home-grown beef was found to be tuber- 
culous and accordingly condemned. A large quantity of im- 
— meat was also condemned; it consisted partly of offals 

rought in on transhipment from the Continent on private 
account, and partly of carcasses, also sent on private account, 
which appeared to have been unsound for some time. Certain 
cases containing rabbits were also condemned ; they formed: 
or of surplus army stock Which it had been impossible to sell. , 

e was satisfied that the utmost vigilance was being exercised. 
by the local sanitary authorities, and the Ministry of Food were. 
doing everything in their power to assist them. ‘ 


Pauper Lunatics in Workhouses.— Mr. John Davison, on. 
August 4th, asked whether the attention of the Minister of 
Health had been drawn to the fact that, owing to the increase | 
in the cost of pauper lunatics in mental hospitals, there was an/ 
increasing tendency on the part of boards of guardians to retain: 
patients in workhouses, where they could kept ata lower 
cost; and whether, in view of the fact that there was a lack of. 
trained mental nurses and proper accommodation for the treat-. 
ment of these patients in workhouses, he would have inquiries 
made into the matter. Dr. Addison replied he was not aware 
that there was an increasing tendency to retain patients in work- 
houses, but he was making inquiries. 


Hospitality to Austrian Children.—The Home Secretary stated ' 
on August 3rd, in reply to Mr. McNeill, that the committee. 
which is bringing children from Austria and Hungary is not 
supervised or controlled by the Home Office. So far 456 children 
had arrived from Vienna, and 400 more were expected from 
Careful medical inspection is made under the 
direction of the Ministry of Health before the children start for 
this country, and on arrival they are placed in quarantine in a 
camp at Richborough. In due course they are distributed to 
various parts of the country, but the whole process is bein 
supervised by the Ministry of Health. No adults are admitte 
with the children, and a Manchester committee has recently 
asked for and obtained permission to bring over a number of 
French children from the devastated areas of France, for 
recuperation in this country, 


Answers in Brief. 


Sir John Baird has introduced a bill on behalf of the Home Office 
to make provision for the better protection of women and young 
children against lead poisoning, 

Steps are being taken by the Irish Office to submit proposals to the 
Treasury with a view to the scales of salary at the Criminal Lunatic 
Asylum, Dandrum, co. Dublin, being fixed on a similar basis to those 
now in force at B: moor. 

The committee set up by the Ministry of Health to inquire into the 
determination of a standard for condensed milk hopes to present its 
report very shortly. ; 

Major Tryon stated that when a demobilized officer is waiting to be 
fitted with an artificial limb and cannot provide for his own support, 
he may be granted from the Ministry disability retired pay at the 
maximum rate during the waiting period, but there is no authority to 
make any further allowance. é 
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INFLUENZA tN THE CENTRAL PROvINCES. 

Txr most conspicuous feature in the administration of the 
Central Provinces and Behar in 1918-19, as judged from 
the latest report, was the disturbing effect of the epidemic 
of influenza, which, to a greater or lesser degree, brought 
the work of almost every department to a temporary 
standstill. The disease attacked the “ whole provinces 
with sudden and terrible violence, causing the greatest 
mortality within the memory of man.” From this cause 
alone 5} per cent. of the population died—a mortality twice 
as great as that caused by plague in twenty-two years. 
The effect will be felt for many years, as many widows 
and orphans were left helpless, and a considerable gap 
was caused amongst students at schools and colleges. 


Tue Rep Cross INDIA. 

A Red Cross Society has been established for India by 
an Act of the Viceroy’s Legislative Council. It is quite 
independent of the British Red Cross Society and Order of 
St. John of Jerusalem. The society is organized on a 

rovincial basis for work both in war and peace, and has 
bom admitted to the League of Red Cross Societies. 


WELFARE IN INDIA. 

The work done by Lady Chelmsford for maternity and 
infant. welfare in India will produce lasting results. An 
institute has been opened in Delhi for training the health 
and maternity supervisors and health and maternity 
visitors. The former have a training of a year and the 
latter six months. Those who cannot pay receive 40 ru 
a month from the association founded by Lady Chelmsford 
on condition that they undertake to serve it for three years 
when trained. They will be paid 150 rupees a month, or 
75 rupees with furnished quarters. 


China. 
Mepicat Epvucation In PEKING. 
Tue Peking Union Medical College, founded in 1906, was 
maintained by American and British missionary associa- 
tions until 1915, when its control was transferred to the 
China Medical Board of the Rockefeller Foundation, and a 
charter was obtained from the University of the State of 
New York. During the past five years the accommodation 
for students and the organization of the teaching have 
been greatly improved. The pre-medical school was 
opened in 1917, the medical school in 1919; the new 
hospital and the training school for nurses will be ready 
this year. As a rule the students, who are of Chinese 
nationality, are to begin their course of training with three 
years’ study in the pre-medical school, which has accom- 
modation for thirty-five; they will be selected by examina- 
tion. English is the language used, and instruction is 
given in biology, physics, chemistry, mathematics, Chinese, 
English, and one other modern European language. A 
certificate of graduation qualifies the successful student 
for admission without further examination to the medical 
school, where the normal course lasts five years, including 
one year spent either as a hospital interne, or as an 
advanced laboratory worker. The staff of the medical 
school consists of thirty-three medical men, of whom 
eight are Chinese; it is noteworthy that the anatomical 
section is responsible for the teaching of histology, and 
also offers optional courses in comparative neurology, com- 
parative dental anatomy, physical anthropology and 
haematology. Materia medica, pharmacology and toxico- 
logy are taught in the same department as physiology. 
The teaching of Chinese, English, and French or German, 
is continued. Opportunity is offered to a small number of 
students.to earn a part of their expenses by service in the 
college libraries and laboratories. A hostel is provided, 
and there is a department of social and religious work. 
/The schools are open to women students, who may live, 
together with certain women members of the staff, in a 


Special hostel. 


Curngse Mission Hospirats. 
Twenty years ago there were only twenty-nine mission 
hospitals in China, and the populace regarded them with 
considerable distrust. The principal objective of the staff 
was the winning of the patients’ confidence and friendship 
and the medical missions had of necessity to be estab. 
lished and carried on in defective conditions as regardg 
hygiene, nursing, and treatment. The number of new 
hospitals built since 1900 is 148, and the attitude of the 
Chinese Government and people towards medicine hag 
been greatly modified ; the benefits of treatment have been 
recognized and the Chinese themselves have come tg 
demand that it should be efficient. A new medical schoo} 
has been instituted and many Chinese students—both 
men and women—are studying medicine in their native 
land. An inquiry into the scientific efficiency of mission 
hospitals in China has been made by Mr. Harold Balme, 
F.R.C.S., Dean of the School of Medicine of the Shantu 
Christian University, whose conclusions are worenanaal 
in a report presented to the annual conference of the 


China Medical Missionary Association, held at Peking last | 


February. The report shows under what difficulties the 
work of tbe hospitals has hitherto been conducted, and 
indicates that much improvement has still to be effected, 
Only 63 per cent. of the 193 hospitals are yet able to 
supply the majority of their patients with clean bedding, 
and seventy-two possess no bedding at all, or only sufi, 
cient for a few of the dirtiest or poorest of their patients, 
In 70 per cent. the water supply comes from surface wells, 


and in 33 per cent. it receives no preliminary filtration nor . 


boiling; in only 51 per cent. are the patients regularly 
bathed, while sixteen hospitals report that they possess no, 
bath at all. Sixty-five per cent. have no isolation block; 
37 per cent. are not screened for protection from insects; 
67 per cent. of the hospitals are dependent for sanitation 


on ordinary Chinese latrines, usually unscreened. The - 


figures given with regard to the staffing show that there is 
only one mission hospital bed to every 26,640 people in 
China; and four hospitals out of five, with an average 
accommodation of seventy beds, had only one foreign or 
foreign-trained doctor; 60 per cent. have not more than 
one trained nurse, 69 per cent. no regular system of night 
nursing, and 34 per cent. have no nurse at all. It appears 
from the report that 200 more foreign doctors, 200 more 
Chinese doctors, 150 new foreign nurses, and 400 Chinese 
nurses are urgently required. 


Correspondence. 


THE TREATMENT OF FRACTURES. 

Sir,—May I be allowed to write, from the point of view 
of a general practitioner in the country, a few words 
of warm appreciation of the letters and suggestions of 
Dr. William L. Griffiths and Sir J. Lynn-Thomas in 
the Journats of July 24th and August 7th on the above 
subject, which Dr. Griffiths rightly says is one of the 
most important branches of surgery? 

‘The wider questions opened up by Sir J. Lynn-Thomas 
will not, I hope, distract attention from the eminently 
practical and useful suggestion of Dr. W. L. Griffiths, 
“that means should be provided whereby Major Sinclair 
could tour the provinces for the purpose of giving instruc- 
tion in the treatment of fractures.” That is the only way, 
in my opinion, by which the lessons learned from the 
unprecedented wealth of material provided by the war 


can be brought home to the present generation of practi- © 


tioners and made a personal possession for each of us, 
Why should not the governing body of the British 
Medical Association at once set about making the neces- 
sary arrangements with Major Sinclair for such a tour 
of instruction, and so render a real service to its 
members ? 


Dr. Griffiths further advocates the publication of a 


monograph giving a detailed account of the new methods. 
So far as fractures of the thigh-bone are concerned, this 


has already been most ably done by Lieut.-Colonel Pearson | 


and Captain Drummond in their book on Fractured 


_Femurs. This is a small book of eighty-nine pages, clear, - 
convincing, well illustrated, and full of practical details. 
It redounds to the honour of its authors and of the South 


African Medical Corps to which they both belong. Every 
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doctor who is liable to be called upon to treat a fractured 
thigh-bone should certainly possess it; but one longs to 
gee these methods applied. No book, however well written 
and well -illustrated, can fully take the place of actual 
nstration. 

ocir J. Lynn-Thomas aptly reminds us of the work of 
the late Professor Lucas-Championniére. Possibly by a 
printer’s error he is made to describe this as’ the “ treat- 
ment of fractures by massage and immobilization.” It 
should, of course, be “‘ massage and mobilization.” Lucas- 
Championniére inscribed on the title-page of his book, 
“Le mouvement c’est la vie.” It has often been a matter 
of surprise to me that the two books on this subject by 
Professor Lucas-Championniére should never have been 
translated into English. The first and larger of these was 

ublished in 1895, and a smaller précis was published in 

910, Had either or both of these been translated and 
widely read in this country it is hardly conceivable that 
Sir J, Lynn-Thomas could have met with the case of 
which he tells us—of a chauffeur’s fracture still in splints 
and in hospital at the end of seven weeks. 

‘Fourteen years ago I brought before my fellow members 
of the Border Counties Branch the subject of the treat- 
ment of fractures by the methods of Professor Lucas- 
Championniére, and my address was published in the 
Britisa MepicaL JournaL of October 27th, 1906. Follow- 
ing a suggestion made by myself, Professor Lucas- 
Championniére was invited to attend the annual meeting 
of the Association at Sheffield, but unfortunately the 
‘address of this distinguished French sutgeon and guest 
of the Association was relegated to the last day of the 
meeting, when a crowded agenda and a chairman in a 
hurry deprived the occasion of much of its value. “We 
have much to learn fiom Paris.” 

Sir J. Lynn-Thomas gives us the satisfactory informa- 
tion that “a beginning has been made at St. Thomas’s 
Hospital to put the treatment of fractures on a sound 
basis.” Sir Haro!d Stiles is organizing this department at 
the Royal Infirmary in Edinburgh. It is to be hoped that 
these examples will be followed in every medical school. 
But in the meantime let us have, if possible, Major 
Sinclair’s tour of instruction through the provinces. 

Finally, as a practical question I would ask whether our 
cottage hospitals throughout the country are adequately 
equipped for the treatment of fractures by modern methods. 
Do they possess the necessary apparatus and appliances ? 
Every cottage hospital should at least own a proper fracture 
bed, with overhead suspension arrangements, extension 
posts, etc., as recommended by Pearson and Drummond, 
with a supply of large-ringed Thomas splints, knee- 
flexion attachments, and non-penetrating traction callipers. 
--I an, etc., 


Penrith, Cumberland, Aug. 14th. J. EpwarD BowsER, 


MEAT DIET IN SPRUE. 

S1r,—In an interesting paper on two cases of sprue, by 
Dr. P. Conran, in’ the Journat of August 7th, p. 206, there 
area few points not quite clear, and one of these ought 
not to pass without comment. 

In Case 11, in investigating the stomach contents “ micro- 
scopical examination showed an excess of yeast.” As the 
stomach emptied in four hours this was not accumulation 
due to stasis, and unless the patient was indulging in 
stout, cider, ginger-beer, etc. (which is unlikely in a patient 
80 ill), this yeast form was no casual visitor, but a settler 
in the stomach. It was therefore important to identify it. 
As this was not attempted, it may be pointed out that 
the yeast forms — of settling ,in the unobstructed 
stomach are probably few, and confined to the thrush 
fungi. Just eight years ago I published a note in your 
columns on yeast forms found in the stomach, and again 
(British MepicaL Journat, July 24th, 1920) a note on 
monilial gastritis, which was proved to be due to the 
tommon thrush fungus. 

In the examination of the faeces at the same time in 
Dr. Conran’s patient it is stated, “ Monilia or saccharo- 
myces were not seen.” But under no circumstances can 


‘ one see a monilia or a saccharomyces in the faeces or in 


the stomach contents. One sees a hyphal element or a 
yeast form which in culture may be proved to be a monilia 
or torula, but rarely a saccharomyces. In the case in 
point, as there was “an excess of yeast” in the stomach, 


and no obstruction, the same yeast must have been present 
in the faeces. It is easy to miss yeast in microscopical 
examination of the faeces, just as it is often difficult to 
demonstrate yeast in a blastomycetic tumour, from which 
it may be readily grown. It is easy, howover, to grow 
yeast from the faeces of the majority of people, healthy or 
ailing, and both English and American workers have proved 
that thrush-like organisms are almost invariably present 
in the faeces in sprue. The organism to which Ashford 
has given the name Monilia psilosis' is just as like the 
common London thrush fungus—morphologically, cultur- 
ally, and pathogenically—as it is possible for any fungus 
admittedly subject to variation to be. Moreover, I have 
proved that the latter is able to settle in the bowel? just 
as well as in the mouth or stomach. . 

Consideration of these facts suggests that in Dr. Conran’s 
second case the yeast present in the stomach, and there- 
fore undoubtedly present in the bowel also, was more likely 
to be the common thrush fungus in yeast form than any 
other organism. Thrush is a trivial, but sprue is a terrible 
complaint, and nothing should be left undone to clear up 
its pathology.—I am, etce., 


Ealing, W., Aug. 9th. Rosert CRAIK. 


GALL STONES AND INFUSIONS. 
Srr,—Anent the virtues of “ infusion of parsley” in the 


treatment of gall stones, recorded in the British Mepicat 


JournaL for August’ 14th, 1920, the following may be of 
further interest, instruction, and diversion: . 
Many years ago I was asked to see a man in a village 


near here who was suffering from a stone impacted for 
some weeks in the common duct, and causing severe 
colic and jaundice. I tried to persuade him to undergo ~ 


the operation of choledochotomy for its removal, but he 


would not hear of it. He asked me if there were no ~ 


alternative. I explained the position of affairs to him, 
and told him that there was the possibility at any time 
of its naturally passing out of the duct; if so, he would 
be relieved instantly. 

Hearing nothing further of him, as I was driving 
through the village some three months afterwards I 
called to inquire after him. With a facetious twinkle in 
his eye, he stated that after I left him he sent for an old 
lady in the village, who made him from the fresh tops of 
broom (Cylisus scoparius) a tea, which he drank and was 
cured directly !—I am, etc., 

Rugby, Aug. 15th, CLEMENT Duxgs, M.D., F.R.C.P.Lond. 


Sir,—Parsley may be a cure for gall stones—or it may 
not be. In olden times it was the custom to use parsley 
as a decoration for graves; nowadays it serves other 
decorative purposes; possibly it has a great future in 
front of it. 

Mr. Cameron Kidd’s thirst for truth must be easily 
quenched if he is content to swallow the evidence, or want 
of it, that six gills of a parsley infusion taken daily can 
cure or alleviate gall stones. In the case of gall stones 
which he records in to-day’s issue of the British MepicaL 
JournaL he states that “it would seem that the improve- 
ment must certainly be the result of the treatment "—that 
is, administration of infusion of parsley—* for practically 
nothing else was done.” ; 

On what grounds does he assert that nothing else was 
done? Surely Nature is continually doing her best to 
counteract an irritating focus in the body, nightly as well 
as daily; sometimes with success, sometimes without. In 
this case, until the occurrence of a natural process—such 
as the formation of a fistulous communication between the 
gall bladder and bowel—can be eliminated, I take it that 
such an event is the natwral explanation rather than 
the extraordinary one that Mr. Kidd assigns for the 
disappearance of the symptoms. 

As for the other case that he quotes in favour of his 
partiality for parsley—the case of his patient’s friend—the 
evidence that he or she ever had gall stones seems no 
stronger than that upon which was founded the extra- 
ordinary rumour of the transport of Russian troops through 
England jn August, 1914.—I am, etc., 

Norwich, Aug. 14th. A. J. Buaxtanp, M.S., F.R.C.S, 


1 Americas Journ. Meds. Sci., 1917, ii, 157. 
3 BRITISH MEBEQAL JOVENAL, 1913, ii, p. 1206 
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CAUSATION IN DEFICIENCY DISEASES. 
$ir,—Professor F. G. Hopkins, in his interesting paper 
opening the recent discussion at Cambridge on vitamines 
Mepicau Journat, July 31st, pp. 148-9), makes a 
critical allusion to the published remarks of Dr. F. M. R. 
Walshe on the causation of the so-called deficiency diseases, 
which calls for comment. Dr. Walshe has more than once 
pointed out, though it should be unnecessary, that a 
circumstance or thing which is not present cannot produce 
an effect, or, as he says, a negative cannot be a cause. 
What he means to convey in this regard is the obvious 
truth that if a bcd represent a conjunction of causes, and 
a is then removed, the subsequent effects are produced by 
bed. This is perhaps the most self-evident corollary to 
the principles of natural causation that could be framed, 
et Professor Hopkins says that it “awakens his preju- 
ices.” He further suggests that it may be or become 
“bad metaphysics”; and ends with the singular statement 
“there is with some, apparently, an inherent difficulty in 
believing that a ‘negative’ factor in the environment can 
induce a set of symptoms.” There certainly is a difficulty, 
seeing that a ‘negative factor’ is a contradiction in terms, 
- and that a negative, even if graced with inverted commas, 
can induce precisely nothing. 

Dr. Walshe has done wisely in drawing attention to a 
fallacy which, because it is evidently liable to occur in the 
theory of the subject under notice, is sure to react upon 
the various methods of investigating it.—I am, etc., 

Liverpool, Aug. 8th. Epmunp 


MORTALITY OF VENEREAL DISEASES. 

S1r,—Sir J. Crichton-Browne described the venereal as 
the third chief killing disease—a statement that he can 
not prove—and in my view this was a very bad guess, and 
in support of my belief a few more figures—that is, facts 
—-are added. 

Even if we go so far as to assume that all cases of 
general paralysis, tabes, and aneurysm are syphilitic the 
list of syphilitic fatalities grows to the following (1917 


list) : 
General paralysis ... 2,362 
‘abes eco eee ove ose eee 157 
Aneurysm... eco ove ooo 
6,208 


But the pneumonia deaths (third killing disease) amounted 
to 39,832 (1917 list). Nothing daunted Sir J. Crichton- 
Browne now tells us that angina pectoris, organic heart 
disease, cerebral haemorrhage, and epilepsy are really 
syphilitic. This, I think, will be news to many of your 
readers, and I shall be glad of a chance to see Sir J. 
Crichton-Browne’s microscopic preparations of the Spiro- 
chaeta pallida from a number of such fatal cases by which 
he might provide proofs of his theories. Using his own 
phrase, syphilis is “the hidden hand of pathology ””—and 
in view of Sir J. Crichton-Browne’s new list of syphilitic 
diseases it is fortunate that the hand of syphilis in 
patbology was not hidden from all of us. 

Now for other people’s impressions on which Sir J. 
Crichton-Browne has been leaning for support, and I 
notice the respected names of Dr. Amand Routh and the 
late Sir W. Osler. Dr. Routh’s impression as to the 
national loss by abortion is quoted. Sir J. Crichton- 
Browne calls it ante-natal death, and at this point I object, 
not so much to the paradox, but to the introduction of 
abortion (whether syphilitic or otherwise) into our annual 
death roll from diseases. Abortion or miscarriage belongs 
to the region of potential human life, and if this were 
allowed consideration, Sir J. Crichton-Browne might 
logically include an impression as to the numerical 
prevalence of conception prevention. No, we are trying to 
estimate the loss of human life annually from venereal 
diseases, not the extent of the damage to born individuals 
nor their destruction of our potential birth rate. Clearly 
any doctor’s impression as to fatality of syphilis (not 
traceable in the Registrar’s list) or any other malady is 
not evidence, no matter how sincere or eminent the 
estimator. 

Coming now to Dr. Marshall's: letter, I admit a small 
mistake in saying no deaths were ascribed to gonorrhoea 
in the Registrar's list. This I attempted to correct before 
publication, but was too late. This was an extraordinary 


 penslip, because I have already referred to the occasional 


mortality from gonorrhoea in a pamphlet on The Conquest 


of Venereal Diseases. However, there were eighty deaths — 


registered as from gonorrhoea in the 1917 list. 

Dr. Marshall’s dogmatic assertions as to the lethal 
importance of syphilis have no more value than similar 
assertions of other folk if unsupported by scientific proof, 
His statistics of percentage fatality of various syphilitic 
cases are utterly beside the point, which I repeat is, How 
many thousand deaths occur per annum from syphilis or 
diseases proved—not asserted—to be syphilitic? Dr, 
Marshall knows that to prove that a microbe is the cause 
of a disease that organism must be found in the lesions, 
and this is only one of several exacting factors in the 
proof. If he is going to prove that cerebral haemorrhage 
is syphilitic I think an average assembly of pathologists 
will accept his proofs if he can demonstrate the Spirochaeta 
pallida in 75 per cent. of such fatalities. In suggesting 
that syphilis predisposes to tuberculosis, I think Dr, 
Marshall can only be indulging in a flight of fancy. He 
mentions the complications of gonorrhoea as fatality 
factors. If gonorrhoea complications in women are veiled 
in the list by the term peritonitis, then the total in the 
list amounts to 261 cases, and the total in the list of dis- 
eases of mammary and generative diseases (other than 
cancer) is 1,037. If even all these figures are added to 
the syphilitic list above, Dr. Marshall will find the total 
venereal fatalities a very long way from the third killing 
disease—namely, pneumonia. 

The letter from Dr. Sturge shows that he has accepted 
the late Sir W. Osler’s estimate, and I am sorry I cannot 
do so. In view of the accomplishments of that great 
clinician it is certain that the proverb can apply—namely, 
“he who never made a mistake never made anything.” 


Dr. Sturge’s reference to education of public opinion in - 


venereal matters is natural, and such education will 
probably produce a beneficial result. 

Dr. Burke's letter is manifestly sincere, and its vital points 
have been dealt with above, except for his figures. Even 
if we accepted his total of clinical estimates (not proofs) 
of syphilitic fatalities at 19,498, and even after this we add 
the further hazard of 10,000 infants lost through syphilis, 
the total is still far behind the pneumonia total. Space 
forbids my touching on the other interesting letters which 
deal with other subjects—that is, alcoholism and table 
d’hotage. 

While entirely supporting the cause of advance in out 
conquest of these largely preventable diseases, I feel that 
harm is done by the error I have endeavoured to combat. 
I believe that in excess of zeal in a worthy cause, some of 
our colleagues in such public work have been led intc 
exaggeration of the particular aspect of the subject about 


which we correspond. If by consideration of these facta - 


any fault in the perspective is corrected it will be all te 
the good.—I am, etc., 


London, W., Aug. 16th. 


TREATMENT OF DENERVATED MUSCLE. 
Srz,—In 1910-11, during my tenure of a Beit Research 
Fellowship, I made an extensive series of experiments on 
the therapeutic effects of various forms of electricity on 
denervated muscle. Unfortunately the work was inter- 
rupted before full completion. I deferred publication of 


Russ, M.B. 


. results in the hope of being able to complete the research 


at some future time. That hope has proved illusory. 
I may state, however, that the results of my experiments— 
of producing symmetrical lesions in a large number of 


cats, and treating one side by various forms of electricity - 


for periods varying up to 100 days—confirm those of 
Professor Langley in failing to obtain conclusive evidence of 
any real benefit to the treated side, as tested by weight of 
muscle, its electrical reactions, and histological examina- 
tion of the injured nerves. . 

The discussion reported in to-day’s JourNaL induces me 
to think that a précis of my results may be of some 
interest, and I hope to be in a position to offer it shortly 
for publication.—I am, etc., : 


London, W.1, Aug. 14th. Otto May, M.D. 


F DILATATION OF THE HEART. 
_Siz,—With reference to Dr. Arbour Stephens’s letter on 
dilatation of the heart in your issue of August 7th, I quite 


agree as to the necessity of modern methods of diagnosin 


the enlarged condition. The old idea of the triangle 
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superficial dullness is obsolete and useless. Part of the 
dilatation will generally be under a distended and possibly 
emphysematous lung. On taking a deep breath and 
holding it, part of the normal heart is overlaid by an air- 
distended viscus. 
Ordinary percussion is of little use in such a case, and 
- jt is often misleading, because when the finger or pleximeter 
is struck sufficiently hard to drive down to the part of the 
organ overlaid by an air-containing viscus, the drum note 
of the chest cavity is produced instead of the note of the 
underlying organ, owing to the chest wall being set in 
vibration. The Kingscote pleximeter (made by Messrs. 
Down Brothers; see the Lancet, December 19th, 1896) 
overcomes these difficulties and renders the complete 
reussion of the organ easy. The impulse in a case of 
cardiac dilatation may be misleading. It is caused by the 
impact of merely that part of the dilated organ which 
happens to be nearest the chest wall, and the true apex 
may be much outside this and veiled by the overlaying 
lung. There should be no difficulty about determining the 
gize and position of the dilated organ. 

A skiagraph is not always convenient, neither is it 
always reliable. Failing this, a combination of (1) the 
Kingscote pleximeter, (2) Macguire’s method of palpation, 
and (3) auscultatory percussion, will solve all ordinary 
difficulties. 

‘With the pleximeter in question it is quite easy to 
percuss out the heart and the kidneys from the back. To 
determine whether a given enlargement is functional or 
not it is well to employ three or four Nauheim resisted 
exercises. If the lesion be asimple or functional dilatation, 
the cardiac diameter will be reduced thereby.—I am, etc., 

Ernest KINGscore. 

Lower Seymour Street, W.1, Aug. 9th. 


TREATMENT OF GONORRHOEA IN WOMEN. 

Sir,—I read with interest in the British Mepican 
JournaL of August 4th the report on the discussion of 
venereal diseases in women, and was surprised to read 
what little new knowledge we have gained regarding 
gonorrhoea in women. All speakers emphasized the 
difficulty of curing this disease in the female, and Dr. 
Rawlins, who opened the discussion, suggested it was 
even more difficult to treat than in men. 

From both of these conclusions I humbly beg to demur. 
Chronic gonorrhoea in the male is as difficult to cure, 
and good results can readily be obtained in both sexes if 
a proper diagnosis is made and facilities for carrying out 
treatment are obtainable. 

The chronic form of the disease in the male has always 
been a nightmare, but with more recent diagnostic and 
therapeutic inventions that position is happily passing 

" away, and good results are secured in almost hopeless 
cases if one pays individual attention to each patient. A 
similar result has not yet been obtained in the female, as 
the facilities for securing proper treatment are not always 
obtainable. These patients ought to be in a nursing home 
or hospital, and that is one reason why venereal centres 
will fail in stamping out gonorrhoea. To prescribe a 
douche or order a tampon is useless. 

I would divide the disease in women into two classes: 
the acute or subacute and the chronic. The latter, in 
my opinion, are due to an undiagnosed source of infec- 
tion, whether it be disease of Bartholin’s glands, Skene’s 
tubules, warts, etc., or to a true reinfection. Repeated 
reinfections are naturally incurable. If no focus of disease 
is found the discharge is probably kept up by douching, 
and if microscopicaliy a diplococcus is found it will most 
likely be inert. 

Acute gonorrhoea in women is readily curable if the 
medical attendant has the full control and co-operation 
of the patient. I have obtained good results from the use 
of acriflavine ; the drug is as efficacious as in the male. 

My routine is to order the patient to sit in a hot bath contain- 
ing lysol for twenty minutes daily; then after placing her in 
the lithotomy position I swab the external genitalia with a 
solution of acriflavine (1 in 1,000). If the urethra is involved, 
it is also swabbed by means of a little cotton-wool on the end 
of a probe dipped in that solution. A Sims speculum is next 
inserted into the vagina and the cavity similarly treated. Dis- 
eased foci are searched for, and if present destroyed. The 
vagina is then lightly packed with gauze soaked in acri- 
flavine, which is left in for twelve hours. The packing aids 


draining, separates the surfaces, and permits of a continued | 


action of the antiseptic; it further prevents the formation of 
condylomata by absorbing discharges. This treatment ig 
carried out twice daily, ithin ten to twelve days all dise 
charge usually ceases. ‘‘Sauerin”’ pessaries are then pre- 
scribed, one to be inserted night and morning. These, being 
composed of lactic acid bacilli, act as a fair substitute for the 
normal vaginal Déderlein bacillus. 


Finally, to treat gonorrhoea successfully in women, the 
venereologist must have a sound knowledge of gynaecology. 


—I am, etc., 
Manchester, Aug. 10th. M. W. Browpy, M.B. : 


THE TUBERCULOSIS CAMPAIGN. 

Sir,—In your issues of February 27th, 1915, March 25th, 
1915, March 27th, 1915, and April 3rd, 1915, letters were 
respectively written by the late Sir Hermann Weber, Sir 
Thomas Oliver, Dr. Crossley, and myself on the phthisical 
soldier at the front. In July, 1916, the Essex County 
Council allowed me to accept a commission in the 
R.A.M.C., and shortly after I was detailed to the 40th 
British General Hospital, mobilized for Mesopotamia. 
After my name on the nominal roll of this unit was put 
“'T.B. expert.” Sir John Goodwin writes me that this 
phrase was placed there by the War Office to indicate to 
my commanding officers that I had been engaged in tuber- 
culosis work since August, 1908, and I take this oppor- 
tunity of thanking the then D.G.A.M.S., Sir Alfred Keogh, 
for the compliment to the tuberculosis officers of the 
United Kingdom. I was twice in Mesopotamia and spent 
one year and eight months there and ten months in India. 
There was practically no tuberculosis among the British 
troops in Mesopotamia. On the other hand, the I.M.S. 
officers informed me that there was much more among the 
Indian troops. To anyone with any inherent weakness, 
Mesopotamia would be a mortuary and not a sanatorium. 

During the time I spent in Mesopotamia and India 
I came to the conclusion that no case of tuberculosis, nor 
of suspected tuberculosis, ought to be allowed to be in 
khaki. In my work in Essex I have seen cases from 
almost every front, and consider that this conclusion 
applies to all the areas in which British troops have 
fought. The tuberculosis campaign is in a transitional 
stage at home now that the Insurance Committees have 
given place to the County Councils, etc. We started work 
in Essex in September, 1912, and we therefore claim that 
we have done some of the pioneer work under the 
sanatorium section of the Insurance Act. We have done 
a great deal, but have been seriously handicapped by two 
factors: (1) lack of financial support from the Govern- 
ment, (2) the great war. 

In the campaign against tuberculosis it is no use em- 
ploying a brigade to do the work of an army corps; the 
converse is equally true. The army sent out must be 
fully equipped in every essential detail. Has that been 
done heretofore? To those of us who had the honour 
to be on the staff of King Edward VII's Sanatorium, Mid- 
hurst, during King Edward’s life, and who therefore had 
a unique opportunity of observing his active and kindly 
interest in tuberculosis, it is stimulating to read the 
speeches made by King George in Wales a short time ago. 
The local authorities might well adopt as their motto 
His Majesty’s words, “ Wake up!”—I am, etc., 

J. D. Macfie, 
Tuberculosis Officer, Essex County Council. 


Colchester, Aug. 14th. 


MEDICAL EDUCATION. 

Srr,—The subject of medical education has been 
vigorously handled by many eminent professors, each 
dwelling upon the difficulties and importance of his 
own particular branch of study, but none has spoken from 
the student’s standpoint, who of all is most concerned. 
Now, I claim attention on the ground of having been a 
medical student for forty years. I have experienced tha 
difficulties of single-handed study in all the different 
branches, the difficulties encountered in the reduction of 
theory to practice, and difficulties in obtaining advice and 
help at cases in after-life. It has been my rule to renew 
my textbooks every five years, and on each renewal I am 
continually impressed by my own ignorance. My time and 
circumstances have not permitted my reviving an ay 
with my medical school, and I have therefore been fo 
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m lite’ work to learn something of modern progress | 
“The boy at school who is going in for the medical 
rofession should be educated as well as possible in 
English and mathematics, and a knowledge of Latin and | 
Greek is advisable as medical nomenclature draws largely | 
upon Greek roots. -At 16 he should be able to pass a fair 
examination in those subjects; then enter upon inorganic 
chemistry, physics, biology, and botany, and be ready to_ 
pass an examination in them at 18 in order to register as 
a medical student. Anatomy, physiology, organic chemistry 
and materia medica should occupy his attention until 20, 
when he should begin to study the elements of medicine 
and surgery, so as to pass his examination in them at 22. 
This “preliminary professional” examination is an im- | 
portant one that will break the routine of heavy study and 
give zest for the sequel. After passing this the student 
may with advantage become an assistant, or pupil, to a 


' doctor in practice, but such an interlude must not detract 


from the remaining two years’ preparation at the hospital 
for his diploma, during which he should pursue thoroughly 
the study and practice, especially the practice, of medicine 
and surgery in all their branches, and be initiated into the 
practical parts under the strict supervision and skilled 
observation of his tutors. Before presenting himself for 
his final examination he should personally conduct. an 
autopsy, and should do an iridectomy, a mastoid, a 
tracheotomy on a child, a rib resection, laparotomy (for 
appendicitis), herniotomy, and should also perform liga- 
tion for haemorrhage from the most exposed arteries. 
He would thus take his diploma at 24, or later. Lastly, 
an appointment on the resident staff of the hospital is 
desirable, though generally unattainable except by the 
select few of distinguished students.—I am, etc., 


Kettering, July 30th. JoHN GooD. 


MEDICAL RESETTLEMENT. 

S1r,—I am in the same position, and can endorse every 
word your correspondent, “ Ex-Captain R.A.M.C.,” writes 
in to-day’s JOURNAL. 

I wrote to a local paper, and sent a copy to the fifteen 
members of Parliament for the City, in terms almost 
identical. Let “ Ex-OCaptain” do the same, and give his 
name. Publicity is essential.—I am, etc., ; 

R. McC. Service, M.D., 


Glasgow, August 14th. Late Captain R.A.M.C. 


. CANCER AND HEREDITY. 

S1r,—Some years ago I made a collective investigation 
by asking readers of the Journal of the American Medical 
Association to let me know if any of them had met with 
vases of undoubted cancer in which the causation of 
heredity was absolutely excluded because there had been 
no cancer in the family history for three generations back. 
If, on the other hand, they had met with cases which were 


~ evidently due to contact with a cancer case or to residence 


in a “cancer house” (meaning a house in which one or 
several people had died of cancer), I asked that they would 
give me a brief account of the evidence which had con- 
vinced them that cancer was a contagious and not a 
hereditary disease. A great many answers were received 
from widely separated areas, as much as 3,000 miles apart ; 
these I condensed, and made into a paper which was 
published in the above journal. If my British fellow 
workers who have met with similar cases would send me 
a brief sketch of them, I hope to embody their replies in a 
paper which I am preparing.—I am, etc., 
15, Cavendish Place, W.1, A. Laptuorn Smitu, M.D. 
August 10th. 


THE Argentina health department has decided at the 
end of six months to forbid the sale of aceto-salicylic acid 
xcept when prescribed by a physician. 

ACCORDING to the Pharmaceutical Journal of August 14th, 
+wo deaths have occurred at St. Leonards-on-Sea from 
the effects of barium carbonate, administered in error for 
Larium sulphate for the purpose of x-ray examination. 

THE subscription to the Zentralblatt fiir innere Medizin 
and the Zentralblatt fiir Chirurgie has recently been 


— increased from 30 to 50 marks, 


SINCLAIR WHITE, C.B.E., M.D., M.Cu., F.B.C.S., 
R.A.M.C.(T.), 
Consulting Surgeon, Sheffield Royal Infirmary; late Professor of - 

; Surgery, University of Sheffield. 

WE announced last week with great regret the death of | 
Mr. Sinclair White of Sheffield, which took place at. 
Bournemouth on August 8th at the age of 62. He wag’ 
the youngest son of the late Mr. John White of Money. 
more, and received his medical education at Queen's : 
College, Galway, where he had a distinguished student ° 


career, winning many prizes and scholarships, including - 


the senior scholarship in medicine. He graduated M.D, 
and M.Ch. of the Royal University of Ireland in 1884, | 
became a Fellow of the Royal College of Surgeons of 
England in 1888, and obtained the Cambridge D.P.H. in 
the same year. At his degree examinations he wags 
awarded the highest honours. His long connexion with : 
Sheffield began in 1879, when, soon after taking his first . 


medical degrees, he was appointed tutor in the school, = 


now the medical faculty of the University of Sheffield, 
In 1882 he resigned that appointment to join the resident 


staff of the Royal Hospital, acting first as assistant and 


afterwards as senior house-surgeon. 


In 1885 he left the Royal Hospital to become medical » 


officer of health for Sheffield, and was immediately con- 


fronted with a difficult problem presented by the fact - 
that a considerable number of cases of lead poisoning » 


were occurring in various parts of the city. He traceda 
connexion with the water supply, and ascertained the 
presence of lead in the domestic supply in association 
with the cases of plumbism. The water in the reservoir 
was free from lead, but it was drawn from a moorland 
catchment area, and was apt to be “ peaty.” White found 
that the water was acid owing to the presence of organic 
acids derived from the moorland vegetation, and proved 
that it was capable of dissolving lead from the domestic 


water pipes. He advised that the situation might be met - 


by treating the water in bulk before it entered the mains 
with an alkali; for this purpose he recommended Derby- 
shire limestone, which was used with success, but 
afterwards replaced by powdered chalk. 

. The novelty of the facts, the completeness with which 
they had been worked out, and the efficiency of the simple 
remedy suggested, attracted a great deal of general atten- 
tion at the time, and had White continued to devote 


himself to public health work he would undoubtedly ~ 


have achieved high distinction in that department. But 


clinical work made a greater appeal to him, and after - 
holding the office of M.O.H. for about two years he went 


into general practice in Sheffield. His surgical abilit 

was already well known, and two years later, in 1889, 
he was appointed surgeon to the Children’s Hospital. In 
1892 he became surgeon to the Royal Hospital, where he 
had so long served as house-surgeon. About this time he 
limited his practice more and more to surgery, and after 


his appointment to the Royal Infirmary in 1899 he was © 


wholly engaged in consulting and operative surgery. He 
was an accomplished surgeon; by reading and visits 
he made himself acquainted with all advances in other 
centres, and took tiose he approved into use; but he 


was no respecter of authority, and all he saw or read was | 


submitted to the tribunal of his very critical intelligence. 
His quality of independence of judgement, coupied with 
immense experience and a wide knowledge of other men’s 
work, made him an excellent diagnostician whose opinion 
was valued in Sheffield and in the districts within its 
sphere of influence. He was consulting surgeon to the 
hospitals at Mexborough, Worksop, and Retford, and was 
always ready to respond to a call for his assistance. 


His character and attainments made him a great influ- © 


ence in Sheffield; his advice in administrative questions 
was highly valued both by his colleagues on the staff of 
the Infirmary and by the lay governors. He was greatly 


interested in the planning of the new surgical block with — 


open-air galleries which has been in use for the last few 
years, and was influential in the establishment of the 


‘Radium Institute in Sheffield. ’ 
He had intended to retire on attaining the age of 60, 


but when the time came the war was not over, and White 
was busily engaged in military and civil duties. He had 


before the war served a term as Commandant of the 3rd _ 
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Northern Territorial General Hospital, and at the outbreak 
of war he was surgeon @ la suite ; he actively assisted his 
successor, Colonel A. M. Connell, in getting the hospital 
into working order, and thereafter for three years under- 
took much of the operative work in it as well as in the 
Infirmary, many of the staff of that institution being on 
military duty. This double work overstrained a constitu- 
tion never very robust. In 1917 he became commandant 
of the hospital, and hoped that by diminishing his work in 
other directions he might regain his strength. This hope 
was disappointed, and he resolved to leave Sheffield to 
reside in the south of England. Less than a year ago he 
settled in Bournemouth, but his health failed very rapidly. 
He leaves a widow, but no children; in his wife he had a 
fit helpmect, a devoted companion who entered into all his 
joys.and sorrows. 

‘At the annual meeting of the British Medical Association 
held at Sheffield in 1908 Sinclair White undertook the 
duties of General Secretary and President of the Section 
of Surgery. On the death of Mr. Simeon Snell, the Presi- 
dent of the Association, he succeeded him in that office for 
the remainder of the period and inducted his successor, 
Sir William Whitla, at the annual meeting in Belfast in 
1909. He had been secretary of the Section of Surgery at 
the Toronto meeting in 1906. His great ability, upright 
character, and sound judgement, made him a power in 
Sheffield and a great influence in the profession in the 
districts around. When he retired in June, 1919, from 
the staff of the Royal Infirmary, on which he had 
served for twenty years, a colleague declared that 
he had always been an influence working for harmony, 
and his successor, Colonel Connell, said that he had trans- 
formed the Infirmary and had introduced into it all the 
modern methods of surgery, so that to-day it could compare 
with any other surgical institution in the kingdom. 
During the whole of his career in Sheffield Sinclair White 
was associated with the university and its parent institu- 
tions. Nine years ago hé was appointed professor of 
surgery in succession to Mr. R. J. Pye-Smith ;- he resigned 
the chair when he left the city. ; 


JAMES HERBERT RHODES, M.B.Lonp., M.R.C.P. 
Br the death of Dr. Herbert Rhodes, at the early age of 
45, our profession has lost one who had already achieved 
much and gave promise of yet greater distinction. 

Dr. Rhodes was born in 1874, and, after a brilliant 
course at St. Bartholomew’s Hospital, graduated M.B. 
at the University of London in 1899, taking his conjoint 
diplomas in the same year. He served as senior house- 
physician under the late Sir Lauder Brunton, who held 
him in the highest esteem, testifying to “his insight, 
patient and persevering work, and personal self-sacrifice,” 
not only in the wards but also in original laboratory 
investigations in which his co-operation was enlisted. 

Dr Rhodes laid broad the base of his medical know- 
ledge. He was clinical assistant in the dermatological 
depaitment at St. Bartholomew’s, resident medical officer 
at th Royal Orthopaedic Hospital (1900), anaesthetist to 
the Lock Hospital and then for four years (1900-4) as 
senior resident medical officer to the London Temperance 
Hospital; he had full scope for his surgical dexterity as 
well as for his work as a physician, to which his natural 
bent was inclined; later he became honorary physician to 
the Farringdon Dispensary. He was a Fellow of the Royal 
Society of Medicine, and, taking a deep interest in the 
temperance movement, he served on the council of the 
Society for the Study of Inebriety. 


There was, however, one aspect of medicine and surgery 
which attracted much of Dr. Rhodes’s attention and enthu- , 


siasm—that of radiology. He had early been interested in 
electro-therapeutics and in the rapid advance of radiology, 
alike in diagnosis and treatment. The great war provided 
him with many opportunities for utilizing the practical 
skill and technique which he had already acquired in 
w-ray surgery at the Royal Eye Hospital and the London 
Temperance Hospital, at both of which he had charge of 
the departments. 

In October, 1914, his volunteered services were accepted 
with alacrity by the British Red Cross Society. He went 
to Boulogne with two complete x-ray equipments, which 
he speedily installed and started working. Moreover, he 
visited in less than a week some seven hospitals in and 
around Boulogne, and was able to put into working order 


at most of them the installations which had hitherto been 
unworkable. The writer heard from Sir Alfred Keogh’s 
own lips unstinted praise of the thoroughness and zeal 
with which Dr. Riodes, although not in good health at 
the time, had brought the invaluable agency of radiology 
to the service of our wounded in Northern France, 
Notwithstanding a growing practice in South Kensing- 
ton and in spite of impaired health, Dr. Rhodes continued 
to give valued war service as medical officer in charge of 
the Queen’s Gate Red Cross Hospital, as officer in charge 
of the electrical department of the Lewisham Military 
Hospital, and as senior medical officer to the East London 


- Volunteers. 


Dr. Rhodes was well aware for years that he was 
suffering from tuberculosis, but there is no doubt that, but 
for the extra work he undertook during the war, his life 
would have been much prolonged. Fair and rather frail 
in appearance, he possessed great firmness of character, 
strength of will, and a placid determination to do his duty 
to those who confided in his judgement and skill. He was 
a patient and vigilant observer, was gentle and persuasive 
in advice, was endowed with an old-world courtesy and a 
warm genius for friendship, while, as a deeply religious 
man, he lived as ever in the Great Taskmaster’s eye. He 
had troops of friends, and patients, rich and poor alike, 
trusted him with unquestioning devotion. It may be a 
commonplace to say that our profession is impoverished 
by his loss, but those who had the privilege to know 
Herbert Rhodes, as house-surgeon, friend, physician or . 
expert specialist, recognized in him an uncommon ex- 
cellence, a freedom from push and self-assertiveness, and 
the possession of a “heart at leisure from itself to soothe 
and sympathize”—a combination of qualities all too rare in 
an age of advertisement and commercialism and in a 
profession whose altruism needs to be on its guard against 
infection from these too prevalent vices. 

W. J. CoLtins. 


THE LATE PROFESSOR POLITZER. 

ADAM POLITZER was what the French call a grand maitre 
in modern otology. Possessed of a charming individuality, 
he was thoroughly equipped in his youth, and started early 
on a career in which he became so distinguished. He was 
well advised by his teachers, who appreciated his talents, 
and he directed his attention to otology from his earliest 
years, realizing the opening there was for this speciality 
at Vienna. Hence he passed several years travelling over 
Europe, studying acoustics with Helmholtz, histology with 
K6élliker, and physiology with Ludwig. In Paris he 
worked in the laboratory of Claude Bernard, and then he 
came to London to study with Toynbee. There can be 
little doubt that it was his English teacher who inspired 
him with his appreciation of the pathological anatomy of . 
the mastoid. Politzer returned to Vienna in 1861, and it | 
was sufficient for him to show his teachers the results of 
his scientific journeys for them tocreate a chair of otology, 
and he was elected as professor. He was not yet 30 years 
of age. He only had four pupils in his first course, but it 
is interesting to recall that one of them was Lucae, who 
afterwards was the well known professor in Berlin. His 
name soon became known throughout the otological world, 
as it was early in his career that he discovered the method 
of ‘‘ Politzerizing’’ the ear. His reputation as a teacher 
became so well known that there are few aurists who have 
not based themselves upon his teaching, taking his career 
as an example and his ideals as an inspiration. 

He was a model teacher. Neat and dapper in his 
appearance, with sparkling intellectual dark eyes and a 
musical caressing voice, he quickly gained the goodwill 
and admiration of every pupil. And, in return, he did not 
forget his pupils, to whom he was devoted. Although I 
only worked with him for one semester, he presented me 
with a beautiful dissection of the middlé ear, made with 
his own hands, as a souvenir, which I still treasure. He 
was enthusiastic and patient, and, although he only had 
eight beds and had to give his lecture in the middle of a 
ward, his classes were always crowded. These classes 
were held every day of the week, except Saturday and 
Sunday, from 12 to 1, and, although he had a private 
practice to which patients flocked from all over the world, 
he was seldom five minutes late, and often remained until 
1.30 and nearly 2. The course lasted six weeks and cost 
20 florins, or, at least, it did so when I attended it in 
1893. As Anglo-Americans formed a large part of these 
classes, most of his teaching was given in excellent 
English, but I have heard him speak fluently in German, 
French, Hungarian, Bohemian, and Italian during the one 
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lesson. He had other talents: he wrote much; his text- 
book and his methods are known throughout the civilized 
world; he was always courteous; he had charin; he was 
a traveller; he was an artist of talent; he was a collector 
and connoisseur in art, and his skill with the pencil was a 
valuable asset in his teaching. His hospitable home in 
the Gonzagagasse illustrated the two sides of his life; 
there he delighted to show his superb collection of pictures 
and also to demonstrate his anatomical specimens. . 

He loved to do the honours of his museum, to show bric- 
_a-brac he had picked up in his many visits to Italy, and to 
demonstrate his innumerable pieces of normal and patho- 
logical anatomy, dissected mastoids, preparations of the 
labyrinth, or microscopical sections. He was an immense 
worker; he had a lovable nature; and his life was full 
and happy, but doubtless his latter yeays were clouded 
with the horrors of war. No one, particularly with his 
wide international friendships, could have deplored the 
war more than Politzer. While it was in progress, I had 
news of the old professor from a Scandinavian colleague 
who had been in and-out of Vienna several times during 
the war. He told me coal was so scarce in that city that 
Politzer, for the sake of warmth, had betaken himself to 
a boarding-house. Every day, during the war winters, he 
walked from his boarding-house to his beautiful apartment. 
There, in spite of his four-score years, he still occupied 
himself with art and research in otology....He was 
indced a grand maitre. 

STCLAIR THOMSON. 


WE regret to announce the death of Dr. E. W. Granam, 
provincial medical officer, Nigeria, which occurred with 
tragic suddenness on the morning of March 20th, 1920, 
in his office at Calabar. He had not been in the best 
of health for some time past, but his condition was in 

-no way regarded as serious, and he was at work when a 

sudden heart seizure carried him off within two minutes. 
Dr. Graham came of a Cumberland family of whom he was 
very proud. He was educated at Glasgow University, and 
graduated M.B., C.M. in 1896. After holding one or two 
assistantships at Ryton-on-Tyne and in the county of 
Durham he was appointed medical officer to the Niger 
Coast Protectorate in December, 1899. He was made a 
senior medical officer in 1910, and was transferred to the 
Gold Coast in 1912. He was appointed provincial medical 
officer in 1914. It was only in’ December last that he 
was transferred from the Gold Coast to Nigeria. Dr. 
Graham was not only a very able medical officer, but he 
also possessed a lovable disposition and great charm of 
manner. He was universally respected and liked by all, 
Enropeans and natives alike, who came in contact with 
him. His death has caused a great gap, which it will be 
difficult to fill. His funeral, which was most impressive, 
took place the same evening at 5 p.m., and his remains 
were laid to rest in the European cemetery at Calabar 
amidst signs of universal sorrow. The cortége was fol- 
lowed by a large procession, including all the Europeans of 
Calabar, headed by the Resident. Very large numbers of 
natives attended. The coffin, which was borne by members 
of the Nigeria Marine, was covered with the Union Jack, 
and the numerous floral tributes gave evidence of the 
respect and esteem in which Dr. Graham was held. The 
band of the 3rd Nigeria Regiment West African Frontier 
Force rendered the Dead March in Saul at the graveside, 
and the last rites were performed by the Rev. Mr. Dean of 
the United Free Church Mission, an old friend of Dr. 
Graham. He leaves a widow and three children—two 
daughters and a son, with whom much sympathy is 
expressed. 


Dr. Trarrorp MircHeELt, who died at Gorseinon on July 
17th, received his medical education at the University of 
Glasgow, where he graduated M.B., C.M. in 1885 and 
M.D. in 1889; he took the D.P.H.Camb. in 1896. He went 
to Wales as an assistant to Dr. Thomas Morgan Jones of 
Loughor, and was subsequently appointed medical officer 
of health to the Swansea Rural District Council, a post 
which he occupied for more than twenty years, and held it 
at the time of his death. He was also medical super- 
intendent of the Garngoch Fever Hospital and the Kings- 
bridge Small-pox Hospital, as well as medical officer to 
the post office, the Education Board, and to the infant 
welfare centres in Swansea, as well as certifying factory 
surgeon. He took great interest in the volunteer move- 
ment, and was in command of one of Gorseinon companies 


of the 3rd Glamorgan Volunteer Rifles, and remained in 
command of the same company after its incorporation into 
the Territorial Force; he subsequently retired with the 


rank of major. Dr. Mitchel!, who was a member of the - 


Swansea Division of the British Medical Association 
married the daughter of the late Mr. W. Lewis, and leaves 
two daughters, who both married medical men. . 


Dr. Rospert Munro, of Largs, Ayrshire, died on 
July 18th. He was educated at Edinburgh University 
of which he became M.A. in 1860, M.D. in 1871, and 
LL.D. in 1901. After practising medicine for a time at 
Kilmarnock he retired in 1886 in order to apply himself 
with greater freedom to scientific pursuits. Dr. Munro 
was well known as an archaeologist and anthropologist; 
a Fellow of the Royal Society of Edinburgh, he was for 
eleven years secretary of the Society of Antiquaries of 
Scotland, and was president of the Anthropological Section 
of the British Association in 1893. He was also an hono. 
rary member of numerous anthropological societies abroad, 
and had been Rhind lecturer on archaeology, Dalrymple 
lecturer in archaeology in the University of Glasgow, and 
Munro lecturer on anthropology and prehistoric archaeo. 
logy in the University of Edinburgh. In addition to 
numerous contributions to these sciences, he was the 
author of The Lake Dwellings of Europe, and of Rambles 
and Studies in Bosnia; his book From Darwinism tq 
Kaiserism was published last year. 


Dr. Irene C. Davy Eaton, who died suddenly from 
cardiac failure on August 2nd, waseborn in Victoria, 
Australia, in 1882, was educated privately, and sub. 
sequently studied at the London (Royal Free Hospital) 
School of Medicine for Women. She obtained the M.B, 
and B.S.Lond. degrees in 1909 and the D.?.H. in 1915, 
After graduating, she was medical officer at the East 
Anglian Sanatorium, Nayland, then house-surgeon and 
pathologist at the New Hospital for Women. In 1913 she 
was appointed assistant health officer to the Willesden 
Urban Municipal Council. During the war Dr. Eaton 
served first at the Norfolk War Hospital as assistant 
pathologist, then at Malta, being attached to the R.A.M.C,, 
and in October, 1917, was appointed Area Controller 
(W.A.A.C.) in the Eastern Command, where she served 
until demobilization in June, 1919. She was one of the 
first medical officers appointed in the new Ministry of 
Health. Dr. Eaton did valuable work in her appoint. 
ments, and was universally loved and respected by her 
colleagues and the numerous people with whom she came 
in contact. One of her colleagues writes: We all loved 
Dr. Eaton—she was so delightful to do with, so ready to 
help in any difficulty. You could always depend on her— 
her work was always in order—and her personal dealings 
with everybody, men and women alike, were always 
harmonious. 


Captain AucustiInE McCarrny, R.A.M.C., died 
at Lissenhall, Little Swords, County Dublin, on July 11th, 
from illness contracted on active service. He was edu- 
cated at Queen’s College, Cork, and at Guy’s, and took the 
L.S.A. in 1884, also graduating in the Royal University of 
Treland as M.D. and M.Ch. in 1884, and as M.A.O. in 1885. 
He took a temporary commission as lieutenant in the 
R.A.M.C. on April 3rd, 1915, and was promoted to captain 
after a year’s service. 


— } 


Guibersities and Colleges. 


UNIVERSITY OF LONDON. 
THE following courses in physiology for 1920-21 have been 
approved, and will be recognized as advanced lectures, which @ 
candidate at the B.Sc. Examination may name for part of his 
practical examination: 


_ Advanced Lectures: Ist Term.—Professor A. D. Waller, in con- 
junction with Mr. J. C. Waller: Eight lectures on experimental 
studies in vegetable physiology and vegetable electricity on Tuesday 
at the University. Dr. C. Da Fano: Eight Iectures on the histology 
of the nervous system on Wednesdays at 4.30 p.m., commencing 
October 13th, at King’s College, 2nd Term.—Mry. J. A. Gardner: Eight 
lectures on biochemistry (title and place to be arranged). Professor 
M. 8. Pembrey: Eight lectures on the physiology of the embryo. 
fetus, and newly-born, on Thursdays at 4.30 p.m. at Guy’s Hospital. 
3rd Term.—Eight lectures by various lecturers, to be arranged by 
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inbridge at St. Bartholomew's Hospital. Professor H. E, 
on reception of sensory stimuli. : 
Advanced Practical Work: 1st Term.—Professor W. M. Bayliss: 
Physical chemistry in relation to physiology at University College. 
2nd Term.—Professor M.S. Pembrey: Practical work on respiration 
at Guy’s Hospital. Professor W. Dz Halliburton and Dr. O. Rosen- 
heim: Advanced chemical physiology at King’s College. 3rd Term.— 
’ ‘Dr. J. 8. Edkins: Advanced practical histology at Bedford College. 
Professor F. A. Bainbridge : Electrical changes in skeletal and cardiac 
muscle. 
Str. THOoMAS’S HosPITAL MEDICAL SCHOOL. 
The following scholarships have been awarded: M. W. P. 
Hudson, Entrance Science Scholarship, £150; E. Thompson, 
‘Becond Entrance Science Scholarship, £60; P. Mulvany, 
Entrance Arts Scholarship, £25; H. W. Bowen, Entrance Arts 
- Scholarship, £25; D. V. Davies, The William Tite Scholarship, 


The Services. 


.: ‘Viee Admiral Sir William Norman, K.C.B., late Director- 
General of the Medical Department of the Admiralty, has 
been appointed honorary surgeon to the King in the 

“vacancy caused by the death of Inspector-General Sir 
James Dick on July 13th. ‘ 

A Territorial Force R.A.M.C. Major or Captain is required 
as D.A.D.M.S., 46th (North Midland) Division. He will receive 

ay and allowances of the substantive rank. Communications 
should be addressed to Colonel E. A. Wraith, C.B.E., D.S.O., 
A.D.M.S., 46th Division, Windsor House, Shrewsbury. 

The Royal Naval Volunteer Reserve Officers’ Decoration has 
been awarded to Surgeon Commander W. E. Harker, O.B.E. 

The name of Major R. A. Chambers, I.M.S8., has been brought 
to notice by the Commander-in-Chief in connexion with the 

_ Afghanistan campaign, 1919. 


Medical Neus. 


On August 13th, in the large theatre of the Cambridge 
School of Anatomy, a presentation was made to Dr. W. L. H. 
Duckworth, Fellow of Jesus College and Senior Demon- 
-gtrator in Anatomy, on the completion of twenty-one years 
_of devoted service to the university.as lecturer in physical 

anthropology. This tribute to the esteem and affection in 
which he is held was the spontaneous desire of every 
demonstrator, assistant, and student to contribute some 
token of their appreciation of his unfailing courtesy and 
ever ready help. Moreover, Dr. Duckworth has shown 
great capacity for organization, especially during the past 
year, when the chair of anatomy has been vacant and the 
entire control of the anatomy department has devolved 
‘upon him. The fine inscribed silver salver was _pre- 
-gented to Dr. Duckworth, together with a book containing 
the signatures of two hundred and twenty subscribers, by 
Dr. D. Reid in the presence of the staff and students of the 
ayatomy department. 

THE Home Secretary has appointed Dr. A. E. Burroughs, 
Ophthalmic Surgeon to the Liverpool Royal Infirmary, to 
be specialist medical referee for ophthalmic cases under 
the Workmen’s Compensation Act, 1906, for County Court 
‘Circuit No. 6. 

THE St. Thomas’s Hospital Old Students’ dinner will 
take place at the Connaught Rooms, Great Queen Street, 

‘W.C., on Friday, October 1st, at 7 o’clock for 7.30. The 
chair will be taken by Dr. F. F. Caiger. 

THE well-known ophthalmological journal, Zentralblatt 
fiir Augenheilkunde, founded forty-three years ago by 
‘Hirschberg, has suspended publication. — 

On August 12th, during the XII International Congress 
of Esperanto at the Hague, in which more than twenty- 
two nations are taking part, a special meeting of medical 
men was held. Dr. J. Boyd Primmer, Cowdenbeath, 
Scotland, member of Council of the Fife Branch of British 
Medical Association, who presided, read in Esperanto (the 
international auxiliary language) a paper dealing with the 


treatment of tuberculosis in Great Britain, with special 


reference to treatment in farm colonies, and to the work 
in that direction of Sir Robert Philip, Edinburgh. A dis- 
cussion followed, which showed that the medical men 
present, representing various European nations, fully 
understood the subject being discussed in the international 
language, their sole aim being to acquire by exchange of 
views an amelioration of the conditions that give rise to 
‘tuberculosis, and, if possible, to hasten the cure in suitable 
cases. Dr. Smulders (Holland) proposed and Mr. R. Bar- 
kema seconded the proposal to reconstitute the Inter- 
national Esperanto League of Physicians and Surgeons. 
Dr. Primmer was unanimously elected President. It was 


also resolved that those who desired the republication of 
the Esperanto journal, La Kuracisto (The Doctor), for the 
purpose of translating new methods of treatment through 
an international medium, and of publishing original con- 
tributions in the neutral tongue—the product. of the mind 
of the oculist in Warsaw, the late Dr. Zamenhof—should 
send their names and addresses to the President. 


—— ] 


Ketters, Notes, and Anstuers. 


As, owing to printing difficulties, the JOURNAL must be sent to press 
earlier than hitherto, it is essential that communications intended 
for the current issue should be received by the first post on 
Tuesday, and lengthy documents on Monday. - 


ORIGINAL ARTICLES and LETTERS forwarded for publication are 
understood to be offered to the BRITISH MEDICAL JOURNAL alone 
unless the contrary be stated. 


CorRESPONDENTS who wish notice to be taken of their communica- 
tions should authenticate them with their names—of course not 
necessarily for publication. 


AvuTHoRS desiring reprints of their articles published in the Barrisu 
MEDICAL JOURNAL are requested to communicate with the Office, 
429, Strand, W.C.2, on receipt of proof. 


In order to avoid delay, it is particularly requested that ATT letters 
on the editorial business of the JoURNAL be addressed to the Editor 
at the Office of the JournnaL. 


THE postel address of the MEpicaL ASsocIATION and 
British MEDICAL JOURNAL is 429, Strand, London, W.C.2. The 
telegraphic addresses are: 

1, EDITOR of the British MeEpicat Journat, Aitiology. 
Westrand, London ; telephone, 2631, Gerrard. x x 

2. FINANCIAL SECRETARY AND BUSINESS MANAGER 
etc.), Articulate, Westrand, London; telephone, 

rerrard, 

3. MEDICAL SECRETARY, Medisecra, Westrand, London; 
telephone, 2634, Gerrard. The address of the Irish Office of the 
British Medical Association is 16, South Frederick Street, Dublin 
(telegrams: Bacillus, Dublin: telephone, 4737, Dublin), and of 
the Scottish Office, 6, Rutland Square, Edinbu (telegrams; 
Associate, Edinburgh; telephone, 4361, Central). 


QUERIES AND ANSWERS. 


Dr. W. J. O’SULLIVAN (Limerick) inquires: What treatment or 
procedure hasany effect in a liability to recurrence 
of facial erysipelas? In the case I have in mind the attacks 
do not now appear to be associated with any constitutional 
disturbance. 
INCOME Tax. 

Tax has paid £4 14s. 9d. tax on the rental value of the residence. 
She asks if this can be deducted for purposes of income tax, 
Schedule D. 

*,.* The tax cannot be deducted, though the appropriate 
fraction of the rental value (say one-half) on which it was 
paid can be regarded as a payment made for professional 
purposes. Our correspondent will perhaps appreciate the 
point better if the question is looked at as if a rent actually 
were paid; in that case any payment of income tax, 
Schedule A, would operate to reduce the payment of rent qud 
rent. Substantially this is her position—that is, she is her 
own landlord for this purpose, and she cannot deduct both 
the rent and the tax. To the extent. to which the £4 14s. 9d. 
includes other taxes—for example, inhabited house duty or 
land tax—it can be treated like the payment of rent or rates. 


‘““E. H.” inquires what tax he would have to pay on an income 
of £800 a year from British War Loans. 


*,* The tax payable would be as follows: ye 

£ s. d. 

Amount of income 800 0 0 

Deduct—Allowance for self and wife oe ws 25 00 

Net income chargeable ... 57% 0 0 

Tax payable on £225 at 3s. a oss - 3315 0 

£575 Total 13815 0 
It will, of course, be understood by our Gorrespondent that as 


and when he takes up professional work in this country the 
income so derived would necessitate payment of further 
taxes. 


LETTERS, NOTES, ETC. 


CoMPOUND TINCTURES IN THE TREATMENT OF MALARIA. 
Dr. BEVERLEY ROBINSON (New York) writes to us on the value 
of compound tincture of bark, or of Warburg’s tincture, in 
malaria. In the ordinary tertian type, when relapses occur, 
bark is perhaps most effective, if given in sufficient and fre- 
uent doses, such as one teaspoonful every two hvurs, for a 
; day or two, and, later, less often.. For forms of malaria con- 


tracted in tropical countries, Warburg’s tincture or extract in 
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ules is sovereign. It is essential, he adds, to have either 
preparation made by a thoroughly reliable chemist, . 

*.* The investigations described during the discussion, in 
the Section of Physiology and Pharmacology, on quinine and 
its related alkaloids, seem to afford an explanation of the fact 
that undoubtedly in suitable cases preparations of the whole 
succeeds where quinine fails. 
published in the JOURNAL on July 24th (p. 113), together with 
a leading article (p. 131), in which an endeavour was made 
to throw some further light on the situation. 


TENNIS ELBOW. 


Dr. W. J. MIDELTON (Bournemouth) writes: I am glad the 
uestion of ‘tennis elbow’’ has been raised in the BRITISH. 


EDICAL JOURNAL. The importance of ascertaining precisely 
what one is dealing with is great. Personally I should say 
that in the majority of cases the trouble lies in muscular 
tissue and is a myositis. Although as a rule local treatment 
is efficacious, yet sepsis must be thought of. For local treat- 
ment I rely on the galvano-cautery. Quite recently a lady 
consulted me complaining of muscular rheumatism in the 
right shoulder. She said she was playing in a tennis tourna- 
ment and must go through with it. I found localized tender- 
ness in the supraspinatus. I made a number of ‘dots’ with 
the cautery over and around it. She continued to play, and 
said the one application had cured her. Not only was the pain 
relieved and a feeling of weight taken off her shoulder, but 
sheifelt ‘bucked up.” 


DISLOCATION OF HUMERUS BY MUSCULAR ACTION. 


Dr. Henry H. HAwarD (Northwich) writes: Some eight years 


ago I reduced a dislocated humerus sustained by a young 
man through a fall off some steps while painting. About 
twelve months after I was called to him again in the early 
morning. When he had just got out of bed he sneezed 
violently, while holding on to the bedrail with both hands, 
and it had dislocated again. I have attended him for it since 
owing to a slight fall, and he went to another doctor with it 
on another occasion. He has had no subsequent return of 
the trouble in spite of three years’ war service. 


POSTURE IN DEFAECATION. 


Dr. D. H. Vickery (Senior R.M.O. Ministry of Pensions 


Hospital, Neath, Glam.) writes: Though it may seem un- 
necessary to draw attention to the well recognized causes of 
hernia and constipation, 1 fee) no apology is needed for once 
again calling to mind what is, in my opinion, the principal 
factor—the position adopted in emptying the lower bowel. 
The modern closet with its high seat allows considerable pres- 
sure on the inguinal region, and the buffer-like action of the 
thigh is lost. Nature, I feel sure, intended the ‘‘ squatting 
position” to be adopted. In a hospital like this a come 
number of hernia cases are operated on by Major Haycraft, 
M.C., visiting surgeon, and in discharging them I always 
advise the “squatting posture.” In private practice I always 
advised parents to encourage their children to adopt this 
position, and were it used more frequently we should see less 
of the conditions mentioned. 


PoIsONING BY Two AND A HALF GRAINS OF ASPIRIN. 


r. R. Eccies Smits (Barry) writes: Although several cases 


of aspirin poisoning have been noted I think the following 
may be of interest owing to the small dose required to produce 
well marked symptonmis in an intolerant individual. Recently 


A report of the discussion was. 


-A MEDICAL CRICKET CLUB. 


have formed the Southend Doctors’ Cricket Club, the origin 
of which arose from a ‘scratch”’ team raised in 1919 by one 
of them to play against the school attended by his son. "Thig 
season the club have played five matches, of which three haya 


. been won, one drawn, and one lost. In addition, two matches 


could not be played owing to bad weather. The games hava 
been played on Wednesdays, and much keenness and interest 
have been shown. Our informant adds that it is hoped next 
_ to arrange a more ambitious programme of matches, 
We congratulate the honorary secretary, Dr. A. W. Holthusen, 
and his colleagues on their enterprise. There have been 
many famous medical cricketers in the past, headed by W.G, 
Grace, and several are _ in county matches this year, 
but we do not know that there has hitherto been a doctors! 
cricket club like that at Southend. 


DEPILATORIES. 


In our issue of August 7th, p. 228, ‘Ignotus” inquired as to 


remedies for waperfinons hairs on the upper lip and chin of 
women, and a short note on the treatment of this condition by 
electrolysis was appended to his question. Another corre-. 
spondent—‘‘ M.D.””—now writes: ‘*What is the objection to 
shaving? I have recommended this (by a safety razor) to two 
lady patients recently, with complete satisfaction to them ag 
to the result. Of course it. has to be done daily, or nearly so, 


but with the kind of razor in question this is as easy as paring | 


the nails or dressing the hair.” ‘ ; 


TOBACCO TREMOR. 


“C.D.” writes to encourage ‘ A. B.’’ (August 7th, p. 228) in follow- 


ing the ‘counsel of perfection’’—namely, to abstain from 
tobacco. The same tremor affected ‘‘C. D.”’ whilst on duty in 
France, till he could not move the men on a chess-board with 
any comfort. He gave up the practice of smoking tobacco, 
and has not, after two years, regretted it. The gain in 
improved digestion and in steadier nerve is great, not to 


mention the very considerable saving in money, the only item . 


on the per contra side being the allegation of unsociability. 
No half measures, he says, are of any use. The drug should 
be — right away, and the necessary power of will 
applied. 


ROLE. 


THE word roéle is admitted to the New English Dictionary, but 
obelized to show that it is ‘‘ not naturalized.’’ A quotation is, ° 


however, given from Gardiner, 16C6, who spelt it rowle. 
That the word is nevertheless declared not naturalized is 
some proof that it is not in fact a good word in English, in 
which there are several others of the same sound but different 
meaning. L’Estrange ir 1692 in fact spelt it roll, which in 
English is right, since it means merely the roll of paper in 
which the actor conned his part, and part—not réle or roll— 
is the word the English actor uses. The word with the 
accent is borrowed from French; it seems to have made a 
special appeal to medical writers. We read of the réle (or 
role) of the patient, of the surgery of the intestines, of gastro- 
enterostomy, of the microbe and of the stain forit. Of the 
strange company in which the word may be found an amusi 

example is to be found in a testimonial given by Mr. Henri 
de Bray, ‘‘ the original exponent of the tickle toe,’’ who is 
of opinion that the gramophone is ‘destined to play a 
primordial ‘ role’ in the future activities of Society Dancing.” 


VACANCIES. 


learn ‘that the practitioners resident in Southend-on-Seq, 


I saw a sailor, aged 25, who had taken half a tablet of aspirin 
—that is, 24 grains. Within ten minutes he had severe head- 
ache, profuse sweating, and partial collapse. The face, arms, 
( chest, back, and portions of the lower limbs were covered 
with an intense urticarial rash, which showed large raised 
patches as well as smaller aggregations of the eruption. The 
eyes were almost closed by an angio-neurotic oedema of the 
lids. -When he came to hospital three hours later the 
sweating and headache were still present and the rash was 
well marked. No ill effects ensued, and the condition was 
corrected by a purge. The reason of the taking of the small 
dose was that three months previously he had taken a whole 
tablet—that is, 5 grains, and had had all the foregoing 
symptoms, but in a so much greater degree as to be alarming. 


NovTiFIcATIONS of offices vacant in universities, medical 
colleges, and of vacant resident and other appointments 
at hospitals, will be found at pages 32, 36, 37, 38, and 39 . 
of our advertisement columns, and advertisements as to ' 
partnerships, assistantships, and locum tenencies at pages 33, 
34, and 35. 


THE appointment of certifying factory surgeon at Gatehouse 
(Kirkcudbright), is vacant. 


SCALE OF CHARGES FOR ADVERTISEMENTS IN THB 
BRITISH MEDICAL JOURNAL, 


BONESETTERS versus THE SCIENCE AND ART OF SURGERY. 


Mr. PAuL BERNARY? ROTH (Orthopaedic Surgeon, Miller General faa 
Hospital) writes: It is indeed refreshing to find that at last Six lines and under ... bee A has ~ O76 
one eminent surgeon perceives the solution to this problem. ' Each additional line... see oa ee TOPS 
Sir J. Lynn-Thomas states (August 7th) that it ‘‘ practically column 


resolves itself into adequate training in the handicraft of 
surgery at our medical schools.’’ In them our students are 
still tanght half a dozen ways to treat an injury, but the best 
one to use in a particular case is not revealed. The science of 
surgery is taught, but not the art. Sir J. Lynn-Thomas 
suggests that “a treatise dealing with the best method of 
reducing fractures and describing the best type of splint to 
use in individual injuries of limbs would be a great boon to 
the rising medical generation.” May I refer the reader to my 
but recently published book Orthopaedics for Practitioners, 
where in Chapter VII—Fractures—he may find exactly what 
\ he desires? 


An average line contains six words. 


All remittances by Post Office Orders must be made payable 4) 
the British Medical Association at the General Post Ottice, London. , 
No responsibility will be accepted tor any such remittance not 30. 

“safeguarded. 

Advertisements should be delivered, addressed to the Manager, 
429, Strand, London, not later than the first post on Tuesday morning 
preceding publication, and, if not paid for at the time, should be 
accompanied by a reference. 


Nortr.—It is against the rules of the Post Office to receive post. ; 
restante letters addreesed either in initials or numbers. : 
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